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Full Body Immersion Hydrotherapy 
SS Tank Unit — Model HM-801 


ILLE 


Hydromassage 
Subaqua Therapy 
Equipment 


Precision-engineered for hospitals, 
rehabilitation centers, industrial 
clinics and physicians’ offices —ILLE 
apparatus is distinguished for its 
excellence of design, quality of 
materials and range of types, both 
portable and stationary. 

Other ILLE Physical Therapy 
Equipment: Paraffin Baths, Mobile 
Sitz Bath, Folding Thermostatic Bed 
Tent. Detailed literature on request. 


ILLE ELECTRIC CORPORATION 
50 Mill Road, Freeport, L.1., N. Y. 


Combination Arm, Leg and Hip Tank (an Im- 
proved Whirlpool Bath) Mobile Mode! HM-200 


THE 


Taking an electrocardiogram with the Burdick 
Direct-Recording Electrocardiograph is a simply 
performed, quick, accurate office procedure. 

Actuated by a highly sensitive galvanometer, the 
heated stylus moves freely over heat sensitive 


paper — driven at a constant speed. A clear per- 
manent record is produced. 


Let us send you literature on the Burdick Direct- 
Recording Electrocardiograph. If you desire, a 
demonstration can be arranged at your conven- 
ience, without obligation, 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


For information, see your Burdick dealer, or 
write us direct: THE BURDICK CORPORA- 
TION, Milton, Wisconsin. 


THE BURDICK CORPORATION 
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THE BIRTCHER Challenger 


PERFORMS EVERY DIATHERMY REQUISITE 
OF OFFICE AND CLINIC 
FEDERAL COMMUNICATIONS COMMISSION APPROVAL NO. D523 


Here's a unit that has everything the doctor requires in his 
office or private clinic. The Birtcher Challenger generates heat 
in tissues of all parts of the body, by al// methods —large area 
technic, cuffs, pads, drums, cables or air-spaced orificial elec- 
trodes. The Challenger was developed to fit every need of every 
day practice. 

HERE ARE SOME OF THE FEATURES: 

¢ Adequate power for any procedure. 

¢ Simple to operate...single knob control. 

¢ Rugged construction for long life and reliability. 


BIRTCHER 


5087 HUNTINGTON DRIVE @ LOS ANGELES 32, CALIFORNIA 


LITERATURE ON REQUEST 


Story of Short-Wave Therapy” and 
Or. "The Large Aves Technic” is avail- 
Street . able... simply fill in and mail the 
City Sete | Coupon. 


E C A C D UNIVERSAL LOW-VOLT GENERATOR 

T Model WITH VARIABLE FREQUENCIES 

For Hospital and Office. . . 
For Research and Teaching 


veca satis @ Variable frequencies from 1/12 
; — to 2000 cycles per second (5 to 

| 120,000 per minute). 

Sine Wave and Square Wave. 

D.C. Straight and Pulsating. 


@ D.C. with Alternate Polarity (Slow 
Sine). 


Surges and Interruptions from 5 to 
60 per minute. 


Rest can be regulated from 
2/3 to 1/4 of surge cycle. 


@ A 3” Oscilloscope built in the cab- 
inet (optional). 


Write for Detailed Information 
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TECA corporation 


All controls clearly marked for easy operation. 220 West 42nd St. New York 18, N. ¥. 
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The Communication of Ideas as a 
Professional Responsibility of the 


Physical Therapist 


F. A. Hellebrandt, M.D. 


At some indeterminate point in recent years 
American physical therapy shed the last remnant of 
its aura of vocationalism and emerged as a profes- 
sion. Curriculum planning shifted first from on- 
the-job apprenticeship training to more formal 
technical education, and then to a steadily increas- 
ing emphasis on the basic and medical sciences. 
Today students of physical therapy are concerned 
less with rote learning of the “how” of technical 
skills than the “why” of steps in procedure. The 
exploitation of trainees for service purposes in ex- 
change for the opportunity of mastering the rou- 
tines of a vocation has virtually disappeared. The 
hospital or clinic school, staffed by service person- 
nel, is being superceded gradually by collegiate- 
type courses leading to the baccalaureate degree. 
Admission requirements to schools of physical ther- 
apy are higher today than at any point in the brief 
history of American education in physical therapy, 
largely because of a self-imposed elevation of 
standards. Exploratory use of the General Educa- 
tion Index of the Graduate Record Examination at 
the Medical College of Virginia over a period of 
four years suggests that increasing numbers of stu- 


Berech Conne of Physical Medicine and Rehabilitation, Medical 
College of Virginia, Richmond, Va. 


dents of high intellectual attainment are being at- 
tracted to the profession. To keep pace with the 
trend toward intellectualism, physical therapy edu- 
cation has become a specialty in itself, supported 
by graduate study, and recognized by the granting 
of academic rank to professional teachers affiliated 
with training school programs. 

To pursue the “why” to the exclusion of the 
“how’’ would obviously defeat the objectives of a 
profession concerned primarily with the science 
and art of alleviating human suffering and dis- 
ability through the application of physical agents; 
but only to seek an answer to the question, “how,” 
is to be a technician. There is perhaps no better 
criterion of self-appraisal than examination into the 
frequency with which the challenge of the “why” 
is met by serious and persistent study. Skepticism 
is the most distinguishing characteristic of the edu- 
cated individual, and the urge to be shown, the best 
safeguard against retention of obsolescent informa- 
tion pertaining to a rapidly advancing field of med- 
ical practice in which there is still much that can- 
not be considered stable and valid knowledge. He 
who enters the profession of physical therapy with- 
out realizing that it must contribute to the search 
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for truth, in its own right, is unfit to meet the re- 
sponsibilities of the future. 

Scholarship is one of the attributes which dif- 
ferentiates the members of a profession from those 
who pursue a craft or a trade. The professional 
worker adds to human knowledge in the area of 
his specialty. A number of American physical 
therapists, the Kendalls for example, have made 
authoritative contributions to the technical and 
theoretical aspects of physical medicine and reha- 
bilitation, and recent years have witnessed the 
assimilation of others as collaborating members 
of research teams. The preprofessional scientific 
preparation and subsequent undergraduate and 
advanced professional training of present day 
physical therapists is now such that the best among 
these enter the field appreciative of the intellectual 
challenge inherent in the practice of a rational 
physical therapy. Being in day-by-day contact with 
the patient, the conscientious and well-informed 
worker has an unparalleled opportunity to test 
the strength of innumerable technical concepts. 
This does not mean, of course, that the physical 
therapist is qualified to practice any branch of the 
healing art, no matter how limited, without appro- 
priate medical supervision. It does suggest, how- 
ever, that the fully qualified physical therapist is 
fast assuming a stature which carries with it in- 
creasing responsibilities in the evolution of those 
aspects of physical medicine and rehabilitation 
which impinge on the fechnics utilized in attaining 
the prescribed medical objectives of treatment. 

The physical therapy trainee of today acquires 
a rich store of basic knowledge in addition to 
competence in technical skills. He knows how to 
consult, evaluate, and use the current literature. 
He reads intelligently. In some training centers 
he is being taught how to correlate facts, reason 
correctly, and think independently. All this makes 
a subtle difference in his professional status. It has 
led him to expect the privileges of full member- 
ship on the team of experts now being used to 
achieve maximal restoration of the sick and dis- 
abled. Indeed, the physical therapist of today is 
being educated to function as a contributing asso- 
ciate of the physician who guides and integrates 
the activities of the rehabilitation team. If this is 
not the intent of those who set curriculum objec- 
tives, training school admission standards and 
course demands should be subjected to prompt 
and radical down-grading. The experience of the 
War demonstrated that surprisingly good corps- 
men and technicians could be produced in a few 
weeks without benefit of a preliminary higher edu- 
cation when the stress of manpower shortages made 
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utilitarianism necessary to survival. The path into 
the future will be smoother if this is not forgotten. 
In the interim, it would be well to consider further 
the responsibilities and obligations that go hand- 
in-glove with the attainment of professional status. 
Anyone with understanding who has had close 
contact with physical therapists must have been 
struck by the acumen with which they sometimes 
note responses to the application of physical agents. 
They discover improved ways of accomplishing 
specific rehabilitation goals and improvise the 
equipment demanded for individualization of 
treatment. Some of these contributions may indeed 
be additions to human knowledge. Is it enough to 
have done these things in the interests of the sick 
and disabled coming under the influence of a single 
physical therapist or an isolated treatment cen- 
ter? A master craftsman adds many a trick to the 
basic skills acquired as an apprentice. The experi- 
mental scientist, the engineer, or the teacher, elu- 
cidates the “why,’’ and having gathered up demon- 
strable evidence in support of his thesis, makes his 
deductions known to all who might profit from 
the lessons learned in that scrimmage on the fron- 
tiers of human knowledge. Such is the habit of 
mind of the professional worker in contrast with 
that of he who follows a trade as a vocation. 
Characteristic of the age in which we live is 
the voluntary federation of men of like interests 
into specialty groups, clubs, unions, or societies. 
Important among the many reasons why profes- 
sional associations exist is the fact that they pro- 
vide channels for that exchange of ideas without 
which growth would be impossible or seriously 
hampered. The route taken for the communication 
of ideas may be oral, audio-visual, or written. In 
other words, the contributions of professional men 
and women are transmitted customarily through 
the reading or writing of papers, or the presenta- 
tion of static or living exhibits. As a matter of fact, 
the majority of the papers appearing in society- 
sponsored journals are works read at the last an- 
nual meeting of the supporting professional group. 
It may be timely, therefore, to reconsider the 
adequacy of the provisions sanctioned by custom 
for the exchange of ideas through oral communi- 
cation at the annual sessions of the American Phys- 
ical Therapy Association. If insufficient channels 
exist, open alike to all members, this feedline for 
the official journal of the Association should be 
installed at the earliest possible moment. It is 
interesting to speculate as to what would happen 
if 10 percent of the Association's membership, 
or even one in a hundred, accepted the challenge 
of preparing and reading a formal paper as an 
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annual professional obligation. Refresher courses 
and instruction seminars are admirable convention 
devices, but they should never be allowed to take 
the place of original contributions made by physical 
therapists from the stuff of their individual ex- 
perience and independent thinking. This is not 
unlike the view expressed by Dr. Harry M. Hines 
in his provocative message to the last annual ses- 
sion of the Association published in the February 
issue of the Review. 

The first step in the technic of scientific writing 
is delimitation of the problem to be presented. 
This is done usually in two different ways; first, 
by giving the study a brief but accurate and inclu- 
sive title, and second, by preparing a preliminary 
outline of its framework. In accomplishing the lat- 
ter, it is helpful to ask several simple questions. 
What do 1 propose to discuss? Why do I think it 
deserves discussion? Do | have the evidence neces- 
Sary to support the views to be presented? If the 
answers to the first two questions are forthcoming, 
and the facts required for their elaboration are at 
hand, the preparation of a paper to be read or writ- 
ten for publication offers no serious problems. 
Achieving this is not necessarily easy. It may be very 
difficult. It is almost always decidedly time consum- 
ing. The important point is that the obstacles are 
not insurmountable. The beginner usually fails 
because in his eagerness to present what he thinks 
to be new, he has way the acquiring of that 
background of knowledge and experience necessary 
to answer the three questions asked with appropri- 
ate perspective. This need not be an all-inclusive 
perspective. A reasonably good perspective will do, 
and this varies with the knowledge and experience 
of the audience to be addressed, either orally or 
through the medium of a periodical publication. 
Two aphorisms will allay the uncertainty of the 
reader with serious aspirations in the realm of 
communication: “time is without end,” and, 
“knowledge is power.” 

There is no doubt, as Dr. Hines suggests, that 
many physical therapists have the capacities re- 
quired to master the disciplines of the scientific 
method. These disciplines include four obligations 
—first, to observe accurately; second, to record 
what is observed systematically; third, to weigh 
evidence critically; and fourth, to draw conclusions 
without prejudice in the light of the really impor- 
tant facts. As Dr. Hines implies, this does not 
mean that research is synonymous with laboratory 
experimentation, nor is it necessarily dependent 
upon complex and costly instrumentation and the 
use of mathematical technics for the evaluation of 
evidence. These are the embellishments, not the 
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heart of research, as the history of science tells. 
They make it easier to observe, record, and inter- 
pret precisely, but no device created by man can 
unfold the meaning inherent in that which is ob- 
served. This depends wholly on the ability of the 
observer to think intelligently to a clearly defined 
end. 

The renaissance which has characterized recent 
physical therapy stems primarily from more fun- 
damental efforts to establish the basis of empirical 
procedures. No one is in a better position to 
estimate their clinical validity than the physical 
therapist. Do the treatments prescribed have the ef- 
fects expected, and to what extent are they discern- 
ible? Are the results achieved modifiable by varying 
the technic of application within the discretionary 
limits allowed those who practice an art? These 
are questions put by every alert physical therapist 
interested in the welfare of the patient. To make 
an organized, ordered, informed attack in seeking 
an answer, transforms haphazard awareness into 
disciplined research. It is no more complex than 
that. The secret resides in the attitude of mind 
of the observer. This determines the lengths to 
which he is willing to go to get a personally satis- 
fying answer, and the constancy of his pursuit of 
that which is unknown. It is impossible to over- 
emphasize the intellectual stimulation which might 
come from the oral presentation and open discus- 
sion of experiences of this type. 

Important as scientific research is to the future 
of the profession, it can hardly be expected to 
attract the attention of more than a relatively small 
number of physical therapists. Chief among these 
will be graduate students, research fellows, and 
service personnel affiliated with teaching hospitals 
and clinics. They are, however, no more entitled 
to a hearing than the physical therapist who would 
like to present any one of the following subjects: 
an instructive series of case histories, the floor 
plans of a newly erected cerebral palsy treatment 
center, a rehabilitation gadget that works, visual 
aids for home treatment programs, thumb-nail 
sketches of living personalities important to phys- 
ical therapy, supervision problems and how to cope 
with them more effectively, conservation of ma- 
terials and supplies, the causes of equipment break- 
downs and how to prevent them, methods of 
effective in-service training, paper work and how 
to reduce it, ten-year review of departmental sta- 
tistics, transporting the disabled, end-result statis- 
tics on two hundred fracture patients referred to 
the physical therapy department, employment poli- 
cies, summary of recent advances in electrotherapy, 
etc., etc. Examine the program of the annual ses- 
sion of a sister society like the American Associa- 
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tion of Health, Physical Education and Recreation. 
It is studded with a bewildering number of section 
meetings assigned to the discussion of delimited 
areas of the total field. When the same concept 
is applied to physical therapy at least ten sections 
come immediately to mind: research, education, 
supervision, departmental management, technics, 
new devices, personnel policies and problems, cere- 
bral palsy, poliomyelitis, and general rehabilitation. 

If the physical therapist knows what he wants 
to discuss and why, and has carefully and patiently 
gathered the necessary information, he can turn to 
any one of several monographs for guidance in the 
details of manuscript preparation. These are skills 
that must be learned either through the deliberate 
study of specific technics, like graphing or statis- 
tical methodology, or by the intelligent and critical 
analysis of papers encountered in a wide reading 
of the current literature. A wise and helpful edi- 
torial board can render an inestimable service to 
the beginner. So can the physician with whom the 
physical therapist is associated. 

The physical therapist is a member of a profes- 
sion to which he owes allegiance. He is also a 
private citizen. What he writes and says reflects 
not only upon him, but also upon his profession, 
and, especially, upon the physical therapy depart- 
ment with which he is affiliated. This gives rise 
to ethical considerations that touch upon his free- 
dom. For most physical therapists it would be a 
gravely discourteous error in judgment to submit 
a paper for publication or oral presentation carry- 
ing the by-line of a department without obtaining 
the prior approval of the responsible physician. 

To add to human knowledge in the areas sug- 
gested in this paper is a professional obligation of 
every physical therapist. In contemplating ways of 
implementing this objective, ‘The Huntarian, ‘Do 
not think, but try,’ attitude of mind is the impor- 
tant one to cultivate,” as Osler said in his essay 
titled The Sindent Life. Has the Association been 
so preoccupied with the strategies and battles of 
the fight for standards and recognition that insufh- 
cient energy has remained to nurture the creative 
capacities of those in the ranks who are sufficiently 
well endowed, intellectually and personally, to 
add luster to the profession if given the oppor- 
tunities necessary for growth? The following 
illustrates, in an interesting way, the inestimable 
value of the channel of communication offered by 
participating membership in a professional asso- 
ciation. It is an excerpt from a short essay written 
as an introduction to a bibliography of Simon 
Baruch’s published works prepared in honor of 
his one hundred and tenth birthday and issued as 
a Special Bulletin of the Baruch Center. 
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“Baruch was clearly a clinician, not an experimental 
investigator. Although he seemed always to appreciate 
the importance of laboratory research, he himself arrived 
at an answer to the many questions propounded by his 
inquisitive mind in three or four different ways which 
again illustrate that peculiar mixture of the practical 
and the academic which runs through the fabric of his 
thinking. First, he seems to have been an acute observer 
and to have taken the trouble to keep accurate notes on 
his clinical cases. Second, he was in the habit of subject- 
ing his practices to periodic self-evaluation. Third, having 
arrived at a decision, he put his deductions to the test, 
not in the laboratory, but through the further study of 
subsequent clinical cases. Finally, he considered the 
dissemination of the results of such study to be a pro- 
fessional obligation of prepotent importance. At the age 
of thirty-four he said with all the visionary intensity of 
youth, °. . . every practitioner who has gathered much 
experience, and has enjoyed opportunities for much ob- 
servation, must, of necessity, have drawn inferences and 
instituted modes of practice, differing from those ordi- 
narily in vogue. It is an obligation which devolves upon 
him, by virtue of his calling, to contribute to the general 
stock of knowledge such facts and deductions as have 
resulted from his reasoning on his cases. . . . Life is in- 
deed short; it is a dream upon earth. As shadows that 
float upon the waves, we pass away; we measure our 
lazy steps by space and time, and find ourselves, ere we 
realize it, in the midst of eternity. Is it not our 
bounden duty to offer these to the test of discussion, 
to be confirmed as sound deductions and guides for the 
future? Now, while we are still permitted to uphold 
our views by personal defense, we must present them, 
lest, when our voices are hushed, we may be misrepre- 
sented by our own facts Let us not be silent, but 
offer our facts, and defend them while we may. . 
Experience is fallacious; judgment difficult. Our experi- 
ence, here presented, must, therefore, be sifted and cast 
into the crucible of truth.’ ” 


ANNOTATED BIBLIOGRAPHY 


Brief list of source materials found useful over a pe- 
riod of many years in teaching thesis students the tech- 
nics of experimental research and manuscript preparation. 


1. Roget's International Thesaurus of English Words 
and Phrases 


2. Morton, Leslie T.: How to Use a Medical Library, 
John Bale, Sons & Danielsson, Limited, London, 1934. 


3. Fishbein, Morris: Medical Writing, The Technic 
and the Art, The Blakiston Company, Philadelphia, 1948. 


4. Trelease, Sam F.: The Scientific Paper. How to Pre- 
pare It. How to Write It. A Handbook for Students and 
Research Workers in All Branches of Science, The Wil- 
liams & Wilkins Company, Baltimore, 1947. (Especially 
instructions for the preparation of illustrations and the 
construction of tables.) 


5. Pearl, Raymond: Introduction to Medical Biometry 
and Statistics, W. B. Saunders Company, Philadelphia, 
1927. (Especially Brinton’s check list of elementary 
standards in graphic work.) 

6. DeGarmo, E. Paul and Finn Jonassen: Technical 
Lettering, The Macmillan Company, New York, 1941. 
(A_ system of free-hand lettering which is easy to 
acquire.) 


Garrett, Henry E.: Statistics in Psychology and Edu- 
cation, third edition, Longmans, Green and Co., New 
York, 1950. 
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8. Schmitz, R. Morel: Preparing the Research Paper. 
A Handbook for Undergraduates, Richard R. Smith, New 
York, 1931. (Especially the procedure for gathering and 
arranging material.) This useful Handbook ends with 
“Ten Commandments for Undergraduate Writers” quoted 
here in part: 


“I. When thy task is before thee wait not 
until the near approach of the day of doom 
before putting thy good intentions to work; 
for the day of judgment creepeth up swiftly, as a 
thief in the night, to snatch thy good intentions from 
thee before thou canst make use of them. 


“II. Doubt as a scientist doubts whatever thou 
seest or readest in thy search, examining all with the 
critical eye of an intelligent person, lest thy peers dis- 
cover thee a gullible fellow—a discovery which will 
give little joy in thyself or thy mental prowess. 


“IIL. Distinguish between that which is proof 
and that which is merely concurrence of opinion. 
A generalization is proved only when facts have been 
adduced to support it. An unsupported statement of 
opinion by a second rate authority doth not constitute 
proof... . 


“IV. Thou shalt be exact. . . . And when thou 
dost quote, thou must do so exactly; and when thou 
dost merely record a fact or an opinion thou must 
do so exactly. 


“V. Thou shalt not take a back seat in thy 
discussion. Thou shalt not use in the text of thy 
theme any quotation without giving it an adequate 
introduction; . . . In other words, thou shalt not al- 
low thy theme to degenerate into a patchwork of 
quotations or paraphrased opinions in which thou 
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takest a back seat and allowest other writers to carry 
on thy discussion for thee. . . . And that thou mayest 
still better adhere to this ideal, thou shalt quote as 
little as possible, preferring rather to digest the ma- 
terial with thy own mind and transmute it into thy own 
words wherever possible. 


“VI. Thou shalt be graceful in thy handling 
of sources. Thou shalt not poorly set in the material 
of thy sources; in other words thou shalt know enough 
of the setting of a quotation or of a fact in its original 
location to enable thee to use it with grace and pre- 
cision. . . . 


“VII. Unless thy use of it be very general, 
thou shalt not use in thy theme any information 
for which thou hast a note-card without foot- 
noting the same. .. . 


“VIII. Thou shalt indicate the relevance of 


thy sources... . 


“IX. Thou shalt follow, even to the last com- 
ma, the mechanics of composition . . . as set 
forth in this pamphlet. 


“X. Before thou handest in thy paper ask thy- 
self whether thou canst answer “yea” to the fol- 
lowing questions: Has the paper been composed in- 
telligently and written gracefully? Is the paper prop- 
erly endorsed? Are the outline, the text, and the 
bibliography properly arranged? Is the text legible, 
and the appearance of the paper likely to impress the 
reader in your favor? Canst thou answer “yea” to 
these questions, then thy work has been well 
done. Then the day of judgment will hold no 
terrors for thee.” 
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- Training Principles for the 


“Hopeless” 


Herbert E. Hipps, M.D., F.A.C.S. 


The “hopeless” cerebral palsy patient is one who 
cannot hold his head up, sit alone, stand, walk, 
talk, use his hands, or control his bladder and 
bowels, and he usually cannot chew. Surgery, medi- 
cine, and the usual therapeutic activities that are 
of benefit to most cerebral palsy patients do no 
good whatever in the treatment of these severely 
involved individuals. All of our therapeutic activ- 
ities for them are necessarily teaching and training 
ones. 

Who knows better than the teacher how to 
teach? Who knows better than the psychologist 
how the mind learns? 

It was, therefore, to these professions that we 
went for help, and from them we have gleaned 
the following facts, which, when applied to the 
teaching and training of these “hopeless” patients 
has enabled us to get much better results than we 
have ever been able to get before. 

Normal children learn basically in the following 
ways: 

(1) By imitation 

(2) By trial and error 

(3) By repetitious efforts 

(4) Sometimes, by reason or insight 

The cerebral palsied child also learns funda- 
mentally in exactly the same way. He is human, 
just as you and I, and the damage to his brain 
has not changed him from a human being into a 
strange esoteric animalism whose basic methods 
of learning differ from our own. In teaching or 
training them, we must, therefore, keep constantly 
in mind these basic routes of learning and use 
them. 

The normal child goes through several distinct 
stages of learning. We must take the cerebral 
palsy child through these same stages, exactly in 
the same route that the normal child follows. 
Otherwise, a lot of time and effort is wasted. For 
example, a normal child cannot learn to walk 
until first he can stand or sit alone. He cannot sit 
alone until first he can balance his head. Effort 
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spent in trying to teach a child to walk, who can- 
not sit alone or hold his head erect, is therefore 
wasted. 

The psychologist states, “The results of experi- 
ment indicate that, although training can speed the 
growth of learning, it cannot transcend the limits 
imposed by the stage of maturation that the indi- 
vidual has obtained.” (Psychology and Life by 
F. L. Ruch) 

The many scientific experiments that formed the 
basis for this statement also form the scientific 
basis for the following division of our teaching- 
training activities into separate stages, correspond- 
ing to the stages of maturation the child is in. 
These stages are as foilows: 

(1) Learning head balance (preliminary activi- 
ties leading up to and including head balance) 

(2) Learning sitting balance (and in this stage 
he begins to learn speech and use of hands) 

(3) Learning standing balance (becomes in- 
creasingly more adept at all previous activities ) 

(4) Learning walking 

We must, therefore, in teaching these children, 
follow these same stages of development that are 
followed by a normal child. This means that we 
must teach the child, first of all, to hold his head 
up, and when he has learned this and learned it 
well, then we can teach him to sit alone, and while 
he is learning to sit alone, we can teach him to 
talk and to use his hands. Only after he has 
learned to sit alone and do this well, can we teach 
him to stand, and then finally to walk. We stress, 
therefore, as a teaching principle, that the child's 
training problems must be kept always within his 
stage of maturation. 

The psychologists also state that in teaching 
we must, ‘‘make the goal attainable.” This can be 
done easily by keeping the activities which we are 
teaching the child within the stage of maturation 
he has obtained. Simple elementary movements and 
control must precede more complicated ones. 

Experiments indicate that an individual “learns 
best by doing,” by trying to do that which is re- 
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quired of him. The individual learns better di- 
rectly, not indirectly. The psychologist says, “Learn 
by doing.” He also states, “The learner, for best 
results, must actually work with the real materials 
that he is trying to learn to deal with.” 

As applied to the cerebral palsy child, this means 
that if we want the child to learn how to feed him- 
self a cookie, we do not give him a peg board to 
play with. We do not massage the arms, and move 
the arms back and forth while singing a rhyme to 
him, or do other similar indirect training activities. 
We give him a cookie and we show him how to 
place it in his mouth, so that by imitation and by 
repetitious efforts, and by trial and error, he can 
learn to pick up that cookie and put it in his 
mouth. He is learning best by doing. 


Teach directly, not indirectly. 


Ruch also states, “Sucking in the human infant 
affords an excellent example of how the human 
organism does one main thing at a time.” Exces- 
sive body and extremity movements in an infant 
cease when he begins sucking. Experiments and 
repeated observations over a period of many years 
have indicated the truth of this statement. There 
is no doctor who cannot remember the patient who 
is undressing and from whom the doctor is trying 
to elicit a history at the same time. If the patient 
stops to tell the doctor about something, then he 
quits taking off his shirt. If he starts taking off his 
shirt, he stops talking to the doctor. Unless an 
individual has had special prolonged training to 
enable him to do several things at one time, then 
that individual normally will do mainly one thing 
at a time. That observation, which is scientifically 
sound and true, forms the basis for our contention 
that we should teach the cerebral palsy child only 
one thing at a time. 

According to Ruch “. . . forgetting comes partly 
because of the influence of the learning of other 
material after the original material has been 
learned.” Forgetting is not “passive decay.” 

If an individual learns something and forgets 
it, then he really has not learned it. We must 
eliminate, therefore, from the cerebral palsy child, 
as much of the forgetting as is possible. 

The law of recency in learning (this takes into 
consideration forgetting) affirms that, “. . . other 
things being equal, whatever it is that makes for 
learning is more effective when recent.” 

If we teach the child to hold his head up in 
the morning, and then later on in the day we teach 
him to use his hands, and then later on to use his 
feet and legs, in performing certain movements, 
and then later on to try to stand and walk, we are 
placing a multiplicity of impressions in that child's 
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mind. Each succeeding one that we try to teach 
him during the day blocks out the previous impres- 
sion, and makes the child forget the previous one. 
Therefore, by the end of the day the child has 
learned little, or nothing at all. 

We should, therefore, concentrate on one thing 
at a time, so that the impressions learned in the 
morning will be more deeply impressed during the 
day by continuing to do that one thing at a time, 
and additional impressions will not be placed on 
his mind to wipe out that impression we are desir- 
ous of the child learning. This is another sound, 
scientific reason why we stress that the child learn 
one thing at a time. 

The psychologist states, ‘If practice periods are 
placed too far apart—the total schedule will not 
be an efficient one.’ He also states, ‘‘Problem- 
solving learning depends on persistent attack on 
the problem. . . .” 

This means that we must make the child work 
all the time. He should spend as much time as is 
humanly possible on the one problem assigned 
to him. If the child spends an hour in the morn- 
ing working on head balance, or the use of his 
hands, or some other of the activities which we 
desire to have the child learn, and the rest of the 
day he does nothing but lie in bed and look at 
the ceiling, then that child is not going to learn 
very fast. He must attack the problem persistently. 
He must work all day long, stopping only for those 
necessary rest intervals. 

The law of frequency in learning, as discussed 
by educators, is epitomized as follows, “. . . learn- 
ing is proportional to the frequency with which 
the learning factors are made operative.” This is 
simply another way of stating that the child must 
try and try, again and again, to do the one thing 
required of him. He must work repeatedly for 
many long hours on his problem. 

These children learn so very slowly, anyway, 
that much more time is required for them than for 
a normal child to learn one thing, and if persistent 
attack on the problem is good advice for the nor- 
mal child, then how much more necessary is it 
that the cerebral palsy child follow this advice. 

Ruch states that, ‘the more immediately reward 
or punishment follows attempts at learning, the 
faster will be the progress of learning.” This 
means that when the child accomplishes, even 
momentarily, a desired activity, he should im- 
mediately be praised or rewarded, so that he will 
associate praise or a reward, which he likes, with 
the accomplishment of that activity, and thus he 
will strive harder to do it again. 

‘Numerous studies by psychologists have shown 
that people tend to forget unpleasant facts faster 
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than they forget pleasant ones.” This is why the 
child should be praised or rewarded for his efforts 
rather than be punished for failure to accomplish 
or failure to try to accomplish his problem. 

“Meaningful material is easier to learn than 
the same number of nonsense units.” The obvious 
implication is that the child will learn more easily 
and remember longer activities that make sense 
to him. We must explain to the child why we want 
him to use his hands to feed himself, why we want 
him to sit alone. Tell him to learn this so he can 
sit alone like his mother, so he will be like other 
children, so he can do what others do, etc. He 
will understand, and the exercise then becomes 
meaningful to him and he will work all the harder. 
Don't assume that the child has no mental power 
and cannot understand you. By far the larger per- 
centage of them can do so if you talk simply, 
clearly, and sensibly to them. 

Educators emphasize that, “. . . the individual 
must be ready to learn before he can learn. The 
learning tasks must be satisfying to him, not an- 
noying to him. . . .” If you can explain to the 
child the reason for and the meaning of his exer- 
cises then those exercises become satisfying to him. 
Praise when he tries it or accomplishes it is further 
satisfying to him and he thereby learns all the 
better. 

“Motivation is essential to produce the vigorous 
exploration which is indispensable in many learn- 
ing situations.” This, likewise, is an important 
reason for telling the child why he is to learn 
some one thing. It gives him a motive for learning. 
The importance of motivation has been noted, 

. . one of the outstanding contributions of mod- 
ern psychology te education has been the greater 
emphasis on motivation in learning.” The desire 
for approval, or inner urges like hunger and thirst, 
can serve as powerful motives and they should be 
used. “*. . . the desire for social approval of an 
audience can improve memory.” “. . . the desire to 
impress one’s social group and to receive their 
approval is one of the most fundamental human 
motives..’ This must be kept always in mind in 
explaining to the patient why he is to perform 
the exercise required of him. It gives him a strong 
motive which is so essential to effective learning. 

Experiments in education carried on during the 
recent world war indicate that small groups of in- 
dividuals learn better and faster than large groups. 
In treating the “hopeless’’ cerebral palsy patient 
this is particularly important. By far the best re- 
sults are obtained when each child forms a class 
by himself, when he is taught individually, and 
this can be done best by his mother. Naturally, 
supervision of the treatment aims is necessary, by 


the physician and physical therapist, so that the 
mother can know what to teach her child at his 
particular stage of development and maturation. 


Mental Development Must Parallel Physical 
Development 


Mental development usually does occur with 
progressive physical development. The infant sees 
only his parents and the ceiling above, but as he 
becomes able to hold his head erect and sit alone, 
his visual horizon increases, thus promoting mental 
development. As he begins to crawl he not only 
sees new objects, he touches and plays with them, 
and these new experiences promote additional 
mental growth. Thus mental development and 
physical development in the normal child. proceed 
together, each largely dependent on the other for 
continual growth. So must it be in the teaching 
and training of those severely involved individ- 
uals. We must see to it that mental development 
parallels physical development. 

Some methods of treatment in vogue today 
largely forget this. Passive movement of a child's 
arms or legs does not develop the child's mind, 
but active movement or even assisted active move- 
ment does do so when the child is given a motive 
for performing it. He touches a toy that tinkles; 
this is an experience that delights him and im- 
presses his mind and the mind develops thereby 
along with his body, as he tries to touch the toy 
again and again. 

Conditioned responses, as usually employed in 
these patients, have a limited degree of value be- 
cause mental development cannot occur so well 
with them. Time spent in conditioning leg and 
arm movements to respond to a song stimulus 
would be better spent by setting for the child an 
attainable goal that is well within his stage of 
maturation and having him actively and persistently 
attack that problem. 

And remember always that he learns any prob- 
lem or exercise assigned him by imitation, by trial 
and error, and by repetitious efforts. 


Summary 


These general teaching-training principles as 
discussed are sound ones, are based on proven 
scientific facts, and if followed accurately will im- 
prove your results on these individuals. 

They are as follows: 

(1) Keep the child's activities and problems 
always within the stage of maturation he has ob- 
tained. 

(2) Teach him directly, not indirectly. 
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(3) Concentrate on one activity or problem at 
a time. 

(4) Have the child spend all the available time 
possible every day attacking the one problem as- 
signed to him. 

(5) Make his exercise or problem meaningful 
to him. 

(6) Give him a motive for every exercise. 
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(7) Teach small classes, or supervise individual 
teaching by mother. 
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Preprosthetic Exercises for Upper 


Extremity, Amputecs 


With Special Reference te Cineplasly 


Genevieve V. Reilly 


The provision of a prosthesis alone is no solution 
to the problems of the upper extremity amputee. 
Briefing the patient on the steps in his rehabilita- 
tion helps him understand the process of adjust- 
ment. He requires the emotional support of visual 
aids and demonstrations by others with similar or 
more severe disabilities. Psychological preparation 
is a very important consideration in rehabilitating 
amputees. 

Well-planned surgery is necessary. There are 
amputations which are considered classical in their 
so-called sites of election. The site of election for 
the above-elbow amputation is at the junction of 
the lower and middle third of the humerus. The 
below-elbow site is within the middle third of the 
shafts of radius and ulna. These areas are generally 
considered to be most favorable for prosthetic 
appliances. 

The amputee’s age, mental level, and vocational 
potentialities are considered in the selection of a 
prosthetic appliance. It is well to remember that 
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the more simple the appliance is in construction 
the less repair is required. 

Let us consider one ramification of the rehabili- 
tation of the arm amputee; that is, preprosthetic 
training and its implications. 

Mommsen pointed out that the center of gravity 
of a mass is affected by loss of a part, or by carry- 
ing additional weight on the shoulders. Braune 
and Fischer determined that the arm weighed 6.48 
percent of the total body weight, of which the 
upper part was 3.36 percent, and the lower arm 
and hand, 3.12 percent. Therefore, it would seem 
that the loss of weight of an arm would also force 
a change in the center of gravity of a subject. If 
the subject is a unilateral above-elbow amputee, 
there is usually a curvature of the spine that is 
evident from atrophy of muscles of the shoulder 
girdle, and ‘poms due to disuse and change of 
the center of gravity. (See Figure 1.) This should 
be considered in encouraging good postural habits 
in the amputee. Mat exercises are advised, in prone 
lying position for back extension including neck 
muscles and with arm stretching overhead. Ab- 
dominal and lateral abdominal exercises can be 
given in the supine position. (See Figure 2.) 
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Figure 1. 


It is important to note that after 50 degrees of 
abduction, or 60 degrees of forward flexion has 
been reached in the glenohumeral joint, the rela- 
tionship is 10 degrees at the glenohumeral joint 
to every 5 degrees by rotation of the scapula on the 
thorax, and the total movement is simultaneous 
and not successive. This should be considered in 
formulating exercises for the shoulders and arms. 
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Both scapulae should be freely movable. Some 
prosthetic devices depend upon depressing and ad- 
vancing the scapula on the thorax to initiate a pull 
on the harness (by one or the other shoulder 
girdle) to flex the prosthetic elbow. Figure 3 shows 
this type of harness. 

The glenohumeral articulation is surrounded by 
a capsule and ligaments. In above-elbow amputees 
there are four important muscles not severed which 
surround this capsule; the supraspinatus, infra- 
spinatus, teres minor, and subscapularis. They 
should be strong enough to retain the head of the 
humerus in the socket, and to carry the weight of 
the prosthetic appliance. 

The long head of the biceps originates in the 
supraglenoid cavity and is continuous with a glen- 
oid labrum; it crosses the head of the humerus and 
emerges from the joint capsule between the tuber- 
osities of the humerus. This tendon helps to sta- 
bilize the shoulder joint in the normal individual, 
but in the above-elbow amputee it is severed. 

The triceps is a two-joint muscle which is also 
severed. These muscles attach themselves to the 
ends of bone or to the surrounding fascia. In the 
latter instance, there may be some retraction which 
would render them inefficient in their function 
about the proximal joint over which they pass. 


Active Exercise 


Immediate active exercises of both shoulder 
girdles, and, later, resistive exercises for the shoul- 
der girdle and glenohumeral joint on the side of 
the amputation should be initiated. These will 
overcome contractures which may exist and will 
strengthen the entire shoulder joint and shoulder 
girdle in all directions. Rotation for the above- 
elbow amputation may be resisted manually. 


Suggested active exercises: 
(1) Patient sits on a bench, arms at sides. Full 
internal and external rotation at glenohumeral 
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(2) Above may be repeated in forward flexion. 
(3) Patient sits on a bench, abducts arms to 
ee, Ke. shoulder level; starts slow circumductory move- 
ments and continues to increase these movements 
to large circles. 


Resistive Exercise 
iS 4 ia Resisted movements may be given by means of 
aS. ’ a simple pulley with weight on one end of a rope, 
: | and a sling on the other end. This apparatus can 
" be adjusted to various heights. 
& Suggested resistive exercises: Position the pa- 
; tient so that the pulley will provide resistance as 
follows: 
(1) To the serratus anterior (See Figure 4.) 
(2) For shoulder abduction (See Figure 5.) 
(3) For shoulder flexion 
(4) For horizontal adduction (See Figure 6.) 
(5) For horizontal abduction 
(6) For shoulder adduction with sling under 
the arm and bar well overhead 
(7) For resistance to shoulder girdle elevation 
with sandbag placed on shoulder 


It is sometimes difficult to resist rotation of the 
humerus, for the bone will rotate within the mus- 
cles and soft tissue. Sometimes pressure of the 
hand will be painful. However, external rotation 

Figure 3. can also be obtained in full extension overhead, 
joint is repeated vigorously, and at the same time and internal rotation with hyperextension. There- 
arms are slowly raised over head. Return in same fore, those movements can be resisted with pulleys 
manner. and weights if manual resistance is impossible. 


Figure 4. , Figure 5. Figure 6. 
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Figure 7. 


Bandaging 


At the same time a three-inch Ace bandage 
should be used for shrinkage of the stump and 
elimination of edema, thereby preparing the stump 
for the prosthesis. This bandage should be applied 
with three recurrent turns over the end of the 
stump. (See Figure 7.) The bandage is then 
brought diagonally around the circumference of 
the arm, so that it will not restrict circulation or 
cause a bulbous stump. A conical stump is desir- 
able; therefore a moderate amount of pressure is 
exerted at the distal end and pressure decreased 
toward the proximal end of the stump. 

It is advisable to anchor this bandage above the 
remaining joint to prevent it from slipping. (See 
Figure 8.) The bandage should be applied twice 
a day. It should be washed frequently with soap 
flakes and warm water and placed on a flat surface 
to dry. Bandage should not be rolled “on the 
stretch,” as this causes it to lose its elasticity. 


Below-Elbow Amputee 


The below-elbow amputee has a similar prob- 
lem. In this case there is not as much loss of 
weight, but the distal radius and ulna have been 
lost. Early exercises in pronation and supination 
may Overcome cross union between the remaining 
sections of these two bones. 

It must be remembered that in normal pronation 
and supination, with the elbow fixed at the side, 
rotation is through 180 degrees when measured 
at the hands, but is from 120 to 150 degrees when 
measured at the wrists. Amputation above the wrist 
causes a 50 percent loss of pronating ability inher- 


Figure 8. 


ent in the pronator quadratus 
(which causes a distinct loss of 
pronation). By persistent muscle 
retraining, the pronator teres can 
be developed to make up for this 
deficiency. The biceps brachialis 
and brachioradialis should have 
resistive pulley exercises. The pro- 
nator teres and supinator can be 
manually resisted. 

The arm and hand must per- 
form two rather different types of 
functions—the needs of daily life 
and industrial tasks. Requirements 
in daily life differ somewhat from 
those in industry. Such activities 
as washing, tying a tie, and eating 
involve tasks on or close to the 
body, and require considerable 
flexibility. In contrast, most of the 
industrial tasks involve actions away from the 
body. Ranges of about 90 degrees of supination 
and pronation are adequate for all tasks of every- 
day life. 

The cineplasty is of greatest value in the below- 
elbow amputee. The forearm stump then controls 
elbow motion and the action of the brachialis per- 
mits the abandonment of all shoulder harness for 
performing shoulder flexion. Movements are more 
natural. The individual has an awareness of the 
position and size of objects and the right sense of 
grasp. 

This operation consists of canalizing the biceps 


Figure 9. 
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prevent atrophy of the muscle fibers. Scar tissue 
from the cineplastic operation or from other 
causes, such as burns or lacerations about the ten- 
dinous insertions, will influence and modify the 
passive stretch curve. 

The tensions developed in a muscle are not con- 
stant throughout its range of excursion, but vary 
at different lengths. Since the biceps has been cut 
from the insertion, it has been observed that with 
the elbow in the flexed position, the ‘motor’ peg 
can make an excursion of 114 inches and, with 
elbow extended. 3/, inches. 

When possible, the subject should have exercise 
before the cineplasty operation and, at that time, 
heavy resistance may be applied to the biceps. After 
the cineplasty the brachialis and brachioradialis 
are required to take over flexion of the elbow. An 
elastic strap can be arranged, as in Figure 12. 


Figure 10. 


Figure 11, Right. 


muscle through the belly with a blunt instrument, and 
through this tunnel is drawn a skin tube which has been 
converted by reversing the flap of skin. The distal at- 


tachment of the biceps tendon is liberated by cutting the 
tendinous portion. A split-thickness skin graft obtained 
from the thigh is sutured around the edges of skin and 
over the exposed muscle. 

After dressings and sutures have been removed, fol- 
lowing the cineplasty operation, the muscle pin should 
be inserted in the channel, easing the friction by using 
vaseline. (See Figure 9.) This constitutes the cineplastic 
“motor.” 

A wishbone mechanism is later attached to this ivory 
pin. Through this mechanism, by contraction of the bi- 
ceps, the prosthetic hand is closed. A spring attachment 
in the prosthesis opens the hand. (See Figure 10.) 

When the patient becomes accustomed to the pin, he 
contracts the biceps to its maximum several times a day. 
(See Figure 11.) A few days later, one pound of weight 
is applied to the pin. Again the biceps is contracted to 
the maximum and held for three counts, then relaxed 
completely. This is repeated five times, three times a day. 
Gradually the weight is increased to tolerance. 

This exercise will have an effect on the length-tension 
curve by increasing the range through which contraction 
is possible. If, before each contraction, the load is allowed 
to hang on the passive muscle, additional stretching is 
obtained. This additional stretching is important; it will Figure 12. 
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If the prosthesis should have a free elbow 
joint, pronation and supination are very important. 
Where pronation is not possible, because of the 
mechanism of the prosthesis, the es teres is 
used in flexion with the brachialis and brachio- 
radialis to help compensate for loss of the biceps 
as an elbow flexor. 

Postoperative bandaging is done after the train- 
ing of the cineplastic “motor” has progressed sat- 
isfactorily, and then only for a short period. 

The prosthesis must be constructed to provide 
for special acts of strength far beyond the power 
of the plastic “motor’’ itself. This problem is 
solved through the medium of a lock on the hand. 
The hand is first closed, by the cineplastic “motor,” 
around the objects to be seized. The lock in the 
hand is fastened by a movement of the other hand 
and the normal act of prehension is carried out. 
Two pounds of tension are required to close the 
hand and four pounds of pressure are required 
for a tight grasp. Some of this strength is lost in 
the friction mechanism of the wishbone levers 
(about two pounds). With the new hand devel- 
oped by the Army Prosthetic Research Laboratories, 
pressure up to forty pounds can be used for pre- 
hension. Training in strength and coordination of 
the cineplastic motor should be started early, re- 
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gardless of the type of prosthesis, and should be 
continued after the prosthesis is obtained. 

When physical restoration has been obtained, 
training in the use of the prosthesis, vocational 
guidance, and selective placement will fulfill the 
hopes and aspirations of an amputee and minimize 
frustration. 

Preprosthetic training plays a small part, but an 
important part, in achieving the complete rehabili- 
tation of an amputee. 
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the Function of the Clavicle, 1946. 

6. Thomas, A. and Haddon, C.: Amputation Prosthesis. J. B. Lippin 
ecott Company, Philadelphia, Pennsylvania, 1945. 

. Kessler, Henry H.: Principles and Practices of Rehabilitation. 
Lea and Febiger, Philadelphia, Pennsylvania, 1950. 

8. Boelter, L. M. K., Department of Engineering, University of Cali 
fornia at Los Angeles. Fundamental Motion Studies of the Func- 
tional Requirements for Arm and Hand Prosthesis based on 
Selected Tasks of Daily Life. Functional Evaluation of Selected 
Experimental Orthopedic Arms and Hands. 


School Section Papers 


Your attention is directed to the two papers ap- 
pearing in the April 1951 issue of the Physical 
Therapy Review, namely, “The Role of Physical 
Therapy in the Care of Psychiatric Patients’ by 
Lola E. Smith and “Methods of Clinical Instruc- 
tions in Physical Therapy” by Capt. Beatrice Whit- 
comb. These papers, together with the one entitled 
“The Graduate Program in Physical Therapy” by 


Dorothy Hewitt which appears in this issue, were 
presented at the School Section meeting at Cleve- 
land in 1950. 

The School Section is pleased to have had these 
papers accepted by the Review for publication 
since it is felt that they contain material that is of 
real interest to many members of the American 
Physical Therapy Association. 
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The Graduate Program in Physical 
Therapy 


Dorothy R. Hewitt 


The following discussion of a graduate program 
in physical therapy is limited to two of its many 
aspects. The first is the occupational objectives of 
students taking work beyond the basic professional 
training course. The second is the evaluation of 
courses by the students who have completed, or 
have nearly completed, graduate work leading to 
a master’s degree in physical therapy. 

By providing a ‘voice’ for the graduate stu- 
dents, and thereby making available their recom- 
mendations, this study will serve the School Sec- 
tion of the American Physical Therapy Association 
in the following ways: (1) to assist school ad- 
ministrators who are presenting programs for grad- 
uate study to evaluate their courses, and (2) to 
provide information for administrators in other 
schools who may be considering such a program. 


Procedure 


Schools which grant master’s degrees* or pre- 
sent advanced study programs in physical therapy 
were asked to submit the names and addresses of 
their graduates and also of those who had com- 
pleted a major part of an advanced program. 
Seventy-five questionnaires were sent out to this 
group, sixty of which were filled in and returned. 
Names of persons and schools were intentionally 
omitted from the questionnaires. It was felt that 
objective data could best be obtained in this way. 

Charts have been worked out on the basis of 
the results of this survey. The data are taken di- 
rectly from the questionnaires returned and, there- 
fore, variation in the course titles of certain sub- 
jects will be noted. 
ts Sead Center of Physical Medicine of the Medical College of 
Virginia 
Duke University 
New York University 
Northwestern University 
Stanford University 
University of Colorado 


University of Southern California 
University of Wisconsin 


= 


Instructor, Division of Physical Therapy, Stanford University. 


Results 


Chart I: OccUPATIONAL OBJECTIVES OF GRAD- 
UATE STUDENTS 

Section A.—Some students had more than one 
objective in taking graduate work; therefore, the 
total percentage is greater than one hundred. 
Teaching was the most common objective in taking 
graduate work. Fifty-three percent or a little more 
than half of the students were attracted to this 
field. A little less than half (459%) of the students 
noted their interest in a broader knowledge of the 
general field. The third most common objective 
was a position as supervisor (31%), and by a 
wider margin, as staff worker in a specialized 
field (12%), and research assistant (6.9% ). 

Section B.—The question regarding the position 
held by the student before graduate study was 
included to determine, in part, the background of 
the students. It was believed that this information 
would indicate the level of approach in training 
individuals to best qualify them to meet their 
desired objectives. As will be noted in examina- 
tion of the chart, the majority of students entering 
graduate programs have been general staff workers. 
Approximately one-third of the entire group were 
supervisors. A very low comparative percentage 
were teachers or staff workers in a specialized field. 
None were research assistants. 

Section C.—This section of Chart I represents 
the positions into which the students were absorbed 
after completing graduate work. It is obvious, 
upon inspection of the chart, that all students did 
not accept openings in the fields originally pre- 
ferred. This may be explained by the possibility 
that there were no positions available in those 
particular fields upon their graduation or perhaps 
these students changed objectives during graduate 
training. 
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Chart | 


Occupational Objectives of 
Graduate Students 
{as stated by the students) 


SECTION A SECTION B SECTION C 
OBJECTIVES* POSITION POSITION 
BEFORE AFTER 
GRADUATE GRADUATE 
STUDY+ STUDY+ 
Teacher 10% 44 % 
TEACHER Supervisor 35 22 
Special Staff 7 6 
53% Research Ass't 0 6 
Gen'l Staff 48 3 
Student 0 10 
Dropped 9 
STAFF WORKER Supervisor 
WITH A BROADER Gen'l 23% 27 % 
KNOWLEDGE OF Special 4 24 
GENERAL Fietp ‘Teacher 4 15 
Research Ass't 0 15 
45% Gen'l Staff $7.7 7.7 
Special Staff 113 0 
Student 0 11.3 
SUPERVISOR Supervisor 45% 66.6% 
Teacher 5 11 
31% Special Staff 5 5.7 
Research Ass't 0 5.7 
Gen’! Staff 45 0 
Student 0 ll 
Starr Worker Special Staff 0% 14.3% 
IN A Gen'l Staff 100 14.3 
SPECIALIZED FIELD Supervisor 0 14.3 
12% Research Ass't 0 14.3 
Student 0 42.8 
Teacher 0% 50 % 
RESEARCH Research Ass't 0 25 
ASSISTANT Gen’! Staff 75 0 
6.9% Supervisor 25 0 
Student 0 25 


*Each number represents percentage of total. 60 students = 100%. 
Some students indicated more than one objective; therefore, total of 
all sections is greater than 100%. 


tOn basis of 100% for each objective. 


Chart il: SrupDENT EVALUATION OF COURSES IN 
THE GRADUATE PROGRAM 


The courses the students had taken in their 
graduate curriculum which were considered to be 
the most valuable in meeting their professional 
needs are indicated on this chart. The courses that 
the students did not take but recommended for 
inclusion in the curriculum have also been listed. 
It is possible that these were already offered in the 
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varioas programs, but due to time schedule com- 
plications or other reasons, the student was unable 
to fit the courses into his program. Each course 
the students recommended to meet their needs 
more adequately is represented on this chart. 

It should be emphasized that course titles were 
not mentioned in the questionnaire. This pro- 
cedure was purposely used to avoid the possibility 
of suggestion to the student and to encourage 
thoughtful review of the course material. It will 
be noted in reading the chart that in some instances 
there seems to be a single course represented by 
several different titles. All titles are those given by 
the students. 


Chart Il 


Student Evaluation of Courses in the 
Graduate Program 
(titles of courses in this chart are those given by students) 
A. SCIENCE AND ALLIED Courses 
Number of Number 


students listing of students 
course as “‘most recommending 


Courses valuable’’ course 
Neurology: 
Neuroanatomy 16 2 
Neurology 13 5 
Neurophysiology 1 2 
Clinical neurology 0 3 
30 12 
Anatomy: 
Anatomy 13 3 
Advanced anatomy 5 4 
Anatomy problems 2 0 
Anatomy dissection 1 1 
Anatomy of head and trunk 1 0 
Microanatomy 1 0 
Joint anatomy 0 1 
Surface anatomy 0 1 
23 10 
Physiology: 
Physiology 21 5 
Advanced physiology 1 3 
Neuromuscular physiology 1 1 
23 9 
Kinesiology: 
Kinesiolo 6 
Advanced kinesiology 5 
Functional anatomy 4 
Problems in kinesiology 4 
Applied kinesiology * 0 
19 


Research: 
Research work 
Research technics 
Research projects 
General research 
Clinical research 
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Courses 


Psychology: 

Psychology 

Advanced educational psychology 

Practical psychology training 

Psychosomatic aspects of P. T. 

Neuropsychiatric problems of the 
chronically ill 

Psychology of the handicapped 
child 

Applied psychology 


Statistics: 
Statistics 
Statistical evaluation 
Tests and measurements 


Speech: 
Speech therapy 
Speech 
Speech correction 


Physics: 
Physics 
Biophysics 
Medical physics 


Histology 
Embryology: 
Embryology 
Normal growth and development 


Biochemistry 
Bacteriology 


Organization, administration, and 
supervision (private clinics, 
in hosps. and 


clinics) 

Personnel management (student, 
staff, others on med. staff, and 
nonprofessional personnel) 

Business procedures (finances and 
records) 

Public administration 

Counseling and guidance (staff, 
students, patients) 

School administration 

Practical problems 

In-service training programs 


Seminars: 

Review of current literature (prac- 
tice in handling, collecting, 
summarizing, and evaluating 
data. Review of related scien- 

tific literature) 


Number of 
students listing 
course as 

valuable" 


“most 


wl wan wl own ulee 


conlow 


B. EpuCATION Courses 
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Number 
of students 
recommending 
course 


~wal ew 


Organization, Administration, and Supervision: 


Exchange of ideas 2 

Advanced courses 2 

Evaluation of current trends and 
developments 

Medical ethics and law 

Nursing education 


Teaching Methods: 
Principles and methods 5 
Practice Teaching: 


alece 
Sl ewe 


Supervisory, clinical, and class- 
room practice teaching ad 6 
Scientific Writing: 
Thesis development and writing 2 0 


Advanced English composition 


for scientific writing 2 
2 2 
Curriculum Planning: 
Development and problems of 
curriculum planning 1 1 
C. WorxksHop Courses 
Therapeutic Exercise: 
New developments and proce- 
dures 3 
Cerebral Palsy 5 3 
Electrotherapy: 
Electrodiagnostic technics with 
new types of rca 5 4 
Rehabilitation 4 4 
Hydrotherapy 4 0 
Body Mechanics . 3 0 
Scoliosis 2 0 
Advanced Clinical Practice 1 2 


Other material and pathological conditions recommended 
for study in workshop courses: braces and appliances (3), 
geriatrics (3), diagnostic tests of all kinds (3), gaits 
(2), polio (2), amputations, photography (motion and 
still), X-ray interpretation, Mennell’s manipulations, 
Billig’s mobilization, electromyography, chronic diseases, 
Kabat-Kaiser technics, peripheral vascular diseases, para- 
plegics, multiple sclerosis, and cardiacs. 


A series of questions were included concerning 
the thesis: 
1. Question: Did you complete a thesis for the 
master's degree? 


Answer: 
Yes 36 
In progress 6 
No 10 


2. Question: Do you think that a thesis should 
be required for a master’s degree? 


Answer: 
Yes 40 
No 13 


3. Question: A. Had you had any articles pub- 
lished before you obtained your degree? 


Answer: 
A: Yes 9 
No 49 
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B. Have you had any articles published since 
you obtained your degree? 
B: Yes 7 
No 38 
i. Question: Do you think that your advanced 
training has been helpful in organizing and 
interpreting data for publication ? 


Answer: 
Yes 43 
No 5 


In the group answering Question 2, of the 
thirteen replying in the negative seven did not 
write a thesis and three were in the process of 
writing one. Therefore, there were three individ- 
uals remaining who, having written a thesis, did 
not believe that it should be required for a master’s 
degree. 

The consensus of those not in favor of the 
thesis follows: 

1. A thesis should be optional. 

2. Alternate requirements should be offered. 

a. Publish an article 

b. Complete a research study less formal 
than a thesis 

c. Take an evaluation seminar 

d. Take a course in scientific writing 

To summarize the graduate students’ viewpoint 
regarding curriculum, the basic science courses 
were rated as the most valuable by those who had 
taken them and additional science courses were 
strongly recommended by those who did not take 
them. Courses in organization, administration, and 
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supervision were judged as valuable and recom- 
mended highly. These courses and the seminars 
(presented in Chart II, Section B) were recom- 
mended more frequently than any other single 
group of courses. 

Students who have written theses stated almost 
unanimously that these studies were worth while 
and valuable to them, and should be required for 
a master’s degree in physical therapy. 

From the wide variation of objectives in gradu- 
ate study, it is apparent that a well-rounded pro- 
gram should be designed in order to meet the 
needs of all students. Opportunity should be al- 
lowed for individual consideration in the selection 
of courses, depending upon the specific objective 
or objectives of each student. 

The author wishes to inject a comment at this 
point. Expression of our professional service and 
research endeavors must be encouraged to further 
establish our standing with associated groups of 
the medical world. Graduate students are a Fertile 
source of professional expression and it would 
seem that the graduate curriculum, in addition to 
its other responsibilities, might encourage and bet- 
ter prepare these students for public speaking and 
scientific writing. 

If you feel that the data presented have been 
helpful to the members of the School Section, it 
is suggested that you request additional studies to 
assist in fitting the graduate program te profes- 
sional demands. Sincere appreciation is expressed 
to each of you who has helped make this survey 
possible. 
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THE PuysicAL THERAPY REVIEW 


Reprints Available 


Informational brochures may be obtained without charge. A small charge is made for the scientific 
reprints, as indicated. (Members of the Association, students enrolled in approved schools of physical 
therapy, and libraries may have one free copy of each scientific reprint, except the Functional Issue 
and the Physiology Symposium, but must pay the indicated price for additional copies.) All requests 
should be addressed to: American Physical Therapy Association, 1790 Broadway, New York 19, N. Y. 


Puysicat Tuerapy—An illustrated brochure, describing the 
opportunities for a career in physical therapy, with sugges- 
tions for prospective students and a list of schools approved 
for physical therapy training. 


Our Association—An informational booklet on the activities, 
scope, and services of the American Physical Therapy Asso- 
ciation, 


SuGcEsTions For Prospective Stupents—Outlines the pro- 
fessional course of study for college students preparing for 
physical therapy. 


Cope or Eruics—Ethics for the physical therapist of the 
American Physical Therapy Association. 


EssenTIALs oF Proressionat Eruics in Puysica THerary— 
Mary E. Haskell 


Personner Poricies For Puysicat TuHerapisrs— 
Suggestions as to salary, hours, vacations, etc., by the Ameri- 
can Physical Therapy Association. 


Aprrovep oF Puysica, Tuerary—A list of schools 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 


Questions AND Answers—A concise outline describing phys- 
ical therapy education and application. 

Epucationat. Opportunities For Puysicat THerarists— 
A list of postgraduate programs offered by the approved 
schools and a list of specialized courses for physical therapists. 


Puysicat Tuerarpy Employment Opportunities. 


Unpertyinc Mecuanisms 1N Symptoms oF 
Tuein Bearinc vpon Treatment—Thomas Gucker, III, 
M.D. 


Tue Puysicat Tuerary DerartTMeNT FROM AN ApDMINIs- 
TRATOR’s Viewroint—Joseph P. Peters. 


Tue Drop Pacx ror Most Heat—Adeline E. Doing 


Home Care Procram For Potiomye itis Parients—Emil 
D. W. Hauser, M.D., Antoinette Rajek, and Louise Reinecke 


Activity Inventories or Ceresprat Patsizp 
DREN IN ExperiMENTAL Ciasses—Mary Eleanor Brown 


Puysica TuHerary Strate Cuitpren’s Pro- 
Grams—Mildred J. Allgire 


Tue oF THe Puysicat Tuerarpist THe Torar Care 
or THE Cuitp—Jaulius B. Richmond, M.D. 


Posture Traininc For Apo.escents—Carolyn Bowen 


(Sc) 


Procram—Gillian 


(5c) 


Meruops or Instruction IN Puysican THErary— 
Beatrice E. Whitcomb, Capt., WMSC 


Puysica Tuerary PRENATAL 


Griffith Smith, B.S. 


IN THE 


(10c) 


ADMINISTRATION oF A CommuNiTy ReHapitiTaTiION CENTER 
—Haszel E. Furscott (10¢) 


(Sc) 


REHABILITATION OF THE HemipLecic Patient—Donald A 
Covalt, M.D. (Sc) 


(Se) 


Puysicar Tuerary Home Care Pian, Orance County 
(Cavirornia) DerarTMENT (Se) 


MEASUREMENT oF Joint Morton, Parts 1, 2, anp 3—Mar- 
garet Lee Moore (25¢) 


Toys, Games, Apparatus For CHILDREN with CERE- 
erat Patsy—Gladys G. Rogers and Leah Thomas (10c) 


Funcrionat Traininc—Edith Buchwald 


Wueer Cuains—George G. Deaver, M.D. 


Patient INstauction—Margery L. Wagner 


Rote of Puysicat Tuerary Care or Psycutatraic Pa- 
rients—Lola E. Smith (Se) 


Spectat. Functionar Issue of the Review (November 1949) 
—Contains eight articles by leading physicians and physical 
therapists on functional training, crutch walking, and wheel 
chairs. There are twenty-six abstracts of articles on functional 
training from current medical journals. (50c) 


Puysiotocy oF THE Heart AND CIRCULATION AND Its CLIN- 
1caL APPLICATION IN Puysicat Mepicine—A bound edition 
of the papers presented in a symposium at the 1950 annual 
conference of the American Physical Therapy Association. 
(Harry D. Bouman, M.D., Coordinator) ($1.00) 
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(>. OF THE more serious problems facing the Review staff cootinues to be the procurement of 
papers suitable for publication. Despite many requests both to groups and individuals pointing out 
the need for material, the interests of the readers, and the responsibilities each of us has in the 
dissemination of information, the return continues to be small. So very frequently our appeals are 
answered with the excuse that the member does not know how to compile the material in a suit- 
able form or has no idea of the exact subject matter to select. 

We are pleased, therefore, to present in this issue an article by Dr. Frances Hellebrandt con- 
cerning both the technic of writing and the selection of material for scientific papers. We sincerely 
urge each of our readers to consider carefully the content of this article. Here is presented a fac- 
tual, precise, and specific guide which will, we are sure, be of great help to all present and poten- 
tial authors. 

Dr. Hellebrandt has not only pointed out the step by step approach necessary to prepare a 
useful paper, but has also listed a great number of specific topics suitable for consideration. 

We are convinced that a great many physical therapists have much to add to the literature of 
the profession. New methods, new technics, new facts are constantly being evolved in many parts 
of the country. All of this material is, and will continue to be, of interest to the practicing physical 
therapist, the research worker, and the student. As a young profession we have profound responsi- 
bilities to spread all information, be it large or small, practical or theoretical, to our fellow members. 

We urge you, therefore, to read this article carefully and to consider sincerely how you can fulfill 
your obligation to the growth and development of the fi:ld. 


I. SEVERAL recent issues of the Journal of the American Medical Association there have appeared 
a surprisingly large number of notices concerning state legislation relating to physical therapy. 
Most of the information is in regard to new laws governing the control of physical therapy and the 
registration or licensing of physical therapists, while a few bills have been introduced amending 
existing laws in some states. 

This noticeable increase of interest in the problems of legislation for physical therapy should 
be of serious concern to each one of us in the profession. All such legislation must, by its very 
nature, have a real and long reaching effect on our future status as a profession, on our financial 
security, and on our ability to provide what we feel is adequate patient care. 

Such action as may be taken by the various legislative bodies should receive our very careful and 
considerate critical attention and judgment. It is imperative that we show an active, informed 
interest in the provisions of each bill and particularly in those of our own state. Not only should 
we be cognizant of the advantages and benefits of all legislation but we must be foresighted enough 
to appreciate the implications which may be disadvantages if they become law. 

No one of us can afford to be apathetic in regard to state legislation. Bills are introduced and 
acted upon in direct proportion to the interest and pressure which is evident to the legislators. 
Such interest and influence may be by individuals, groups, or both, but it must be present. Whether 
it is for a desirable bill or to defeat an undesirable one, the necessity for positive action is present. 
Poor legislation is the direct responsibility of that group upon which it reflects. We must be aware 
of activity in legislation affecting our field and, what is even more important, we must be prepared 
to take constructive action in relation to it. 
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ONFERENCE 1951 


HOTEL COLORADO 
Glenwood Springs, Colorado 
June 16 to 22, 1951 


Business Meetings and Program Schedule 


Thursday and Friday, June 14th and 15th 


all day 


Saturday, June 16th 
all day 


Sunday, June 17th 

all day 

7:30 p.m. to 9:30 p.m. 
Monday, June 18th 
9:00 a.m. to 12:00 noon 
2:00 p.m. to 4:00 p.m. 
4:00 p.m. to 6:00 p.m. 
7:30 p.m. to 9:00 p.m. 
Tuesday, June 19th 
9:00 a.m. to 12:00 noon 


9:00- 9:30 
9:30 -10:15 
10:30 - 11:15 


11:15 - 12:00 


2:00 p.m. to 5:00 p.m. 
7:30 p.m. to 9:00 p.m. 


Wednesday, June 20th 
9:00 a.m. to 12:00 noon 
9:00 - 11:15 


11:15 - 11:45 


11:45 - 12:00 
2:00 p.m. to 5:00 p.m. 


Executive Committee Meetings 
School Section 


House of Delegates 
Advisory Council Meeting 


House of Delegates 

Advisory Council Meeting 

Punch Bowl—Hostess: Colorado Chapter 

Meetings: Standing Committee, National Chairmen, and Chapter Chairmen. Movies 


Physical Therapy for Amputees: Chairman, Harold Dinken, M.D., Professor and 
Director, Physical Medicine and Rehabilitation, University of Colorado 

Convocation and Greetings 

Basic ANALYSIS OF GAIT AND PROBLEMS OF GAIT TRAINING OF THE LEG AMPUTEE 

SPECIFIC PROBLEMS IN RELATION TO FIT AND ALIGNMENT OF LOWER EXTREMITY 
ARTIFICIAL LIMBS 

Charles Bechtol, M.D., Assistant Clinical Professor, Orthopedic Surgery, University 
of California 

PROBLEM CASES OF THE AMPUTEE PATIENT, Donald A Covalt, M.D., Associate Pro- 
fessor of Physical Medicine and Rehabilitation, New York University-Bellevue Med- 
ical Center 

Trip to Aspen 

Western Cabaret 


Chest Disabilities 
FUNCTIONAL ANATOMY AND PHYSIOLOGY OF THE NORMAL AND PATHOLOGICAL CHEST 
a) Discussion of Cardio-Pulmonary Function Testing 
b) Medical Care of Diseases of the Chest 
Sidney H. Dressler, M.D., F.C.C.P., Assistant Medical Director, National Jewish Hos- 
pital, Denver; Special Consultant to the Officials of the United States Public Health 
Service in Tuberculosis 
PHYSICAL THERAPY IN MEDICAL DISEASES OF THE CHEST, Evelyn May, physical thera- 
pist, formerly at the Brompton Hospital for Diseases of the Chest, London 
Discussion Period 
Workshop Demonstrations 
I. PHysicaAL THERAPY IN CHEST DISABILITIES 
a) Physical Therapy in Medical Diseases of the Chest: Evelyn May, physical therapist, 
formerly at the Brompton Hospital for Diseases of the Chest, London 
b) Physical Therapy Following Chest Injuries and Thoracic Surgery Procedures (for 
diseases other than tuberculosis): Florence S. Linduff, Chief, Physical Therapy Sec- 
tion, Physical Medicine Rehabilitation, Veterans Administration, Washington, D. C. 
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c) Physical Therapy in the Surgical Treatment of Pulmonary Tuberculosis: Major 
Olena Cole, Chief, Physical Therapy Section, Valley Forge Army Hospital, Phoenix- 
ville, Pa. 

Il. Exercise TecHNics Usep tn KABAT-KaAtser INSTITUTES 

Margaret Knott, Head Physical Therapist, Kabat-Kaiser Institute, Vallejo, Calif. 

Ann Gaither Brickerd, Head Physical Therapist, Kabat-Kaiser Institute, Washington, 

D.C 

Nora Staael, Head Physical Therapist, Kabat-Kaiser Institute, Santa Monica, Calif. 

Ill. ELECTRICAL STIMULATION AND TESTING 

Margaret Moore, Educational Consultant, American Physical Therapy Association 

Jerome W’. Gersten, M.D., Assistant Professor of Physical Medicine and Rehabilitation, 

University of Colorado School of Medicine 
(All demonstrations will be given concurrently at the following times: 2:00 - 3:15 p.m. and 3:45 - 5:00 p.m.) 


7:30 p.m. to 9:00 p.m Research Papers—speakers to be announced 
Thursday, June 21st 
9:00 a.m. to 12:00 noon Chest Disabilities 
9:00 - 10:00 SYMPOSIUM ON THORACIC TRAUMA: Medical Officers, Fitzsimons Army Hospital, 
Denver 


I. Introduction, Colonel James H. Forsee, MC 

Il. Intrathoracic Foreign Bodies, Captain H. A. Blake, MC 

III. Decortication of Lung, Major William H. Monerief, Jr.. MC 

IV. Pulmonary Function Studies, Major Stephen L. Kylar, MC 

V. Physical Medicine Aims and Demonstration, Major Van S. Taylor, MC 

10:00 - 10:30 PHysicAL THERAPY FOLLOWING CHEST INJURIES AND THORACIC SURGERY PRo- 

CEDURES (for diseases other than tuberculosis), Florence S. Linduff, Chief, Physical 
Therapy Section, Physical Medicine Rehabilitation Division, Veterans Administration, 
Washington, D. C. 


10:30 - 11:15 SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS, Colonel James H. Forsee, MC, 
Chief of Surgical Service, Fitzsimons Army Hospital 
11:15- 11:45 PHYSICAL THERAPY IN THE SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS, 


Major Olena M. Cole, Chief, Physical Therapy Section, Valley Forge Army Hospital, 
Phoenixville, Pa. 
11:45 - 12:00 Discussion Period 


2:00 p.m. to 5:00 p.m. Workshop Demonstrations 

I. PHysicaAt THERAPY IN CHEST DISABILITIES 

a) Physical Therapy in Medical Diseases of the Chest: Evelyn May, physical therapist, 
formerly at the Brompton Hospital for Diseases of the Chest, London 

b) Physical Therapy Following Chest Injuries and Thoracic Surgery Procedures (for 
diseases other than tuberculosis): Florence S. Linduff, Chief, Physical Therapy Sec- 
tion, Physical Medicine Rehabilitation, Veterans Administration, Washington, D. C. 

c) Physical Therapy in the Surgical Treatment of Pulmonary Tuberculosis: Major 
Olena Cole, Chief, Physical Therapy Section, Valley Forge Army Hospital, Phoenix- 
ville, Pa 

Il. Exercise TecHNics Usep IN KABAT-KAISER INSTITUTES 

Margaret Knott, Head Physical Therapist, Kabat-Kaiser Institute, Vallejo, Calif. 

Ann Gaither Brickerd, Head Physical Therapist, Kabat-Kaiser Institute, Washington, 

D.C 

Nora Staael, Head Physical Therapist, Kabat-Kaiser Institute, Santa Monica, Calif. 

I'l. ELECTRICAL STIMULATION AND TESTING 

Margaret Moore, Educational Consultant, American Physical Therapy Association 

Jerome W’. Gersten, M.D., Assistant Professor of Physical Medicine and Rehabilitation, 

University of Colorado School of Medicine 
(All demonstrations will be given concurrently at the following times: 2:00-3:15 p.m. and 3:45-5:00 p.m.) 
6:00 p.m. to 8:00 p.m Chuck Wagon Dinner 


Friday, June 22nd 
9:00 a.m. to 12:00 noon Physical Therapy in Neuropsychiatry 
9:00 - 10:15 THE PsYCHOLOGY OF CRIPPLING AND CHRONIC ILLNESS, Laurence Fairchild, M.D., 
Assistant Professor of Psychiatry, University of Colorado; Director of Mental 
Hygiene, Public Health Department, State of Colorado 
10:30 - 11:15 MEDICAL ASPECTS OF A PSYCHIATRIC PROGRAM, John -J. Blasko, M.D., Chief of 
Professional Education, Veterans Administration Hospital, Gulfport, Mississippi; 


Clinical Assistant Professor of Neuropsychiatry, Louisiana State University School 
of Medicine 


11:15- 11:45 PHYSICAL THERAPY IN A PsYCHIATRIC PROGRAM, Lola E. Smith, Chief Physical 
Therapist, Veterans Administration Hospital, Gulfport, Mississippi 
11:45 - 12:00 Discussion Period 
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Howdy, Parduers! 


The social part of the program for the 1951 
Conference has been especially planned to give 
you a lasting memory of the most scenic part of 
“colorful Colorado,” with a glimpse into the life 
and history of the Old West. 

The Punch Bowl party on Monday afternoon 
will be held on the patio of the Colorado Hotel 
with a background of Western music. Here you 
will greet old friends and meet new ones. 

Tuesday afternoon a trip to Aspen has been 
planned. Aspen is widely known as one of the 
outstanding recreation centers in North America, 
featuring skiing in the winter and music festivals 
in the summer. Members will have an opportunity 
to ride the longest chair lift in the world. Up you'll 
go, for three miles, to the top of Ajax Mountain 
where you can relax on the Sundeck and where 
the camera fans can take pictures of spectacular 
beauty. 

In the town of Aspen there are many interesting 
shops to visit and places of historic interest dating 
back to the “rip-roaring’’ days of gold and silver 
mining. 


At the Cabaret on Tuesday evening there will be 
true Western entertainment. On the program will 
be Ray Krosky and his group, who are Colorado 
square dancing champions, and Paula Mecheau’s 
ballad singers. 

An old-fashioned Chuck Wagon Dinner will be 
held on Thursday evening. All members will par- 
ticipate in a Western songfest, and entertainment 
will be provided by “local talent.” 

Colorado chapter members will conduct guided 
tours to many beautiful spots around Glenwood 
Springs. There will be swimming in the largest 
outdoor hot mineral water swimming pool in the 
world, and hiking and horseback riding jaunts 
through Glenwood Canyon along the Colorado 
River to Grissly Gulch and unusual Hanging Lake. 

Glenwood Springs is the gateway to Holy Cross 
and White River National Forests, both of which 
offer a large variety of unsurpassed attractions to 
motoring visitors. A short drive will take you to 
Maroon Bells, Redstone, and Marble, the home 
of Colorado marble where you can gather natural 
marble fragments for paper weights, door stops, 
book-ends, etc., by the side of the road. 


Courtesy of Denver and Rio Grande Western Railroad 


Hagerman Peak of Snowmass Lake, Glenwood Springs Region 
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The foregoing is a brief description of what 
“colorful Colorado” has to offer you in fun during 
Convention Week. Come, enjoy yourself, and let 
us show you genuine ‘Western hospitality” high in 
the heart of the Colorado Rockies. 

LorrAINE G. PAULSON 
Chairman, Entertainment Committee 


Denver Physical Therapy Departments 


All departments will be operating with skeleton 
staffs during the week of the Conference. At other 
times, visitors will be welcome between 9 and 
11 a.m. and 1 and 3 p.m. on week days. (Visitors 
may come during conference week but should not 
expect to see departments going full force.) All 
other hospital departments will be open the week 
of Conference. For information as to how to reach 
any of the following hospitals call the Cerebral 
Palsy Clinic, Children’s Hospital, at Main 1261, 
Extension 38, between 8:30 a.m. and 4:00 p.m. 

Children’s Hospital, East 19 Avenue and 

Downing 

Fitzsimons Army Hospital, about six miles 
east of Denver city limits, on Highways 36 and 

40 

Colorado General Hospital, East 9 Avenue 
and Colorado Boulevard, also open Saturday 

9 to 11 a.m. 

Sewall House, 1360 Vine Street. 


Post-conference Visits 


The National Jewish Hospital in Denver will 
be happy to arrange post-conference visits for any 
of the members who are interested. Keep it in 
mind and sign up while at Conference. 


Vacation in the Rockies 


Those who would like to take advantage of 
the many vacation opportunities offered in the 
Colorado Rocky Mountain region following the 
convention may contact Kay Stewart of the Kay 
Stewart Travel Service, 530 - 17th Street, Denver, 
who will mail full information. 

At no extra cost, Miss Stewart will arrange 
post-convention trips and vacations for those in- 
terested. As suggestions, these might include the 
following: 

(1) A tour of Yellowstone National Park 

(2) A circle trip covering several days and em- 
bracing Utah National Parks, Salt Lake City, the 
Royal Gorge, and Colorado Springs and Denver 
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(3) A week or longer on one of Colorado's or 
New Mexico's famous guest ranches 

(4) Rail, air, or bus trip including Santa Fe 
and Taos, New Mexico, the Grand Canyon in 
Arizona, and the Carlsbad Caverns 

(5) Several days or longer at Estes Park at the 
delightful resort, The Crags 

(6) A vacation at Aspen, Colorado, including 
riding, swimming, delightful accommodations, and 
meals, in addition to fishing, hiking, etc. 

Complete outlines of any of these suggested 
vacations or of others which you may have in 
mind will be furnished by Kay Stewart. All reser- 
vations will be made and completed “vacation 
packages” delivered to you. There are no extra 
charges for these services. 

It is urged if you are anticipating anything of 
this sort that you make request for information 
and reservations early as travel in the West this 
year is going to be extremely heavy. 


Bylaw Amendment 


It is proposed to amend the bylaws at the 1951 
conference, specifically Article V wherever the 
words Executive Secretary occur, to strike out 
“Secretary” and insert “Director.” This would 
officially authorize the title which is now being 
used on recommendation of the Executive Com- 
mittee and is thought to be more definitive of the 
duties of the administrative head of our National 
Office. 


Facts about the Conference 


Rates American Plan. Eleven dollars a day per 
person, double; ten dollars a day with 
three in a room. There are no singles. 
Select a roommate, or, if you do not 
know anyone attending, the hotel will 
assign you. Rooms are large, and many 
accommodate three very nicely. 


Will be made with the hotel. 


The Hotel Colorado requests that a one-day 
deposit be sent with each reservation. In the 
event that cancellation is necessary the de- 
posit will be returned provided the Hotel is 
notified ten days in advance. 
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Registration 
Active, Inactive, and Associate members 
—$5.00 
Student members—$2.00 
Members of allied professions and phys- 
ical therapists from other countries— 
no fee 
Since we are on American Plan all meals 
are included in room rate, but two dol- 
lars will be charged to cover additional 
cost of two special functions, the Chuck 
Wagon Dinner and the Western Cabaret. 
Total cost of registration and entertain- 
ment—$7.00 


Note Registration is to be in advance. Forms 
have been sent out. 


School Section Program 


All members of the School Section are urged to 
attend the meeting on Saturday, June 16th. 

In the morning a stimulating program is being 
prepared consisting of group discussions. The 
workshop technic will be used in order that every- 
one may participate and contribute. Details con- 
cerning this will be sent to you by Dorothy 
Baethke, Chairman of the School Section. 

In the afternoon, time will be allowed for a 
report and discussion of the student selection pro- 
gram, followed by reports and recommendations 
from the morning workshop. 

It is hoped that every school will be represented, 
not only in the didactic instruction phase, but in 
the clinical as well. 


The Director Reports: 


Spring in the National Office brings on the 
opposite of what is commonly considered to be 
spring fever. It is a period of concentrated hyper- 
activity on the part of everyone. All the many 
duties which come with the end of the fiscal 
year—bills for dues, preparation of enclosures for 
necessary information, the annual conference work, 
report forms for the standing committees, final 
details of the program, travel arrangements, ad- 
vance registration, etc.—must be taken care of. In 
addition, the requests for informational material 
for ‘career days’ and for chapter annual meetings 
are markedly increased. During March 15,583 
Pieces were sent out. 

The members of the professional staff are on 
demand for meetings and conferences, but only a 
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limited number of obligations can be accepted, due 
to pressure of office work. 

In March the Director participated in a panel 
discussion on problems of recruitment at the an- 
nual meeting of the state representatives of the 
National Foundation for Infantile Paralysis. It 
was pleasant to hear that the representatives had 
been most pleased with the work of our polio 
recruitment division under Lucy Blair's able leader- 
ship. The discussions were most interesting and I 
was impressed with the serious and thoughtful 
way in which the representatives were approaching 
their mounting problems due to the high incidence 
of polio during the past three years. They were 
assured that the Association would cooperate in 
every way in efforts to keep medical care costs 
down. With fewer personnel available and funds 
definitely limited, it is a challenge to all of us to 
do a better job. Hospitalization time must be 
reduced, which means that physical therapists 
must do more teaching of parents so that treatment 
may be carried on by them, at home, wherever 
conditions permit. A series of articles in the 
Review on home care is being planned, and the 
first one will be in the next issue. Be sure to read 
the symposium on polio in the March issue of 
Hospitals. It is excellent. 

Lucy Blair attended a joint conference in Wash- 
ington of members of the National Foundation 
staff and the Children’s Bureau to discuss plans 
for anticipated problems in this coming polio 
season. 

During the last three days of March the advisory 
committee to the Educational Consultant met to 
review the work of the past year and to discuss 
and formulate a coordinated plan for the coming 
year. The amount of work accomplished, as you 
will hear at Conference, is sizeable. The projects 
under way, and the anticipated musts, are enough 
to make Miss Moore wish she were triplets! 

The amount of inquiries about the World Con- 
federation for Physical Therapy is extremely 
gratifying. It looks as though there will be about 
fifteen physical therapists from the United States 
attending. 

It is hoped that the members will make real 
efforts to attend the annual chapter meetings this 
coming month. This is one of the most important 
meetings of the year, professionally. Learn what 
your chapter has done; what the plans are; and 
instruct your delegates for the annual meeting. 
This meeting is your voice. Attend and participate. 

—MILpDRED ELson, Executive Director 
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Chapter News 


Ohio. Early in the year, a new district was 
formed in the Ohio Chapter. This district centers 
around Dayton and is called the West Central 
District. Other Ohio Chapter Districts are South- 
western, Northern, and Central. 

The annual meeting of the Chapter was held in 
Dayton on April 6th and 7th. A very impressive 
program was presented, including a talk by Dr. 
Frank Shively, Jr., on civilian defense, a banquet 
speech by Louise Baker, and four papers presented 
by chapter members. The Chapter business meet- 
ing was held on April 7. A feature of the meeting 
was the “Idea Corner’’ where devices to aid both 
patients and physical therapists were displayed. 


Florida. The Chapter held its annual meeting at 
Tallahassee at the time of the Florida Children’s 
Commission meeting. Dr. Alfred R. Shands, medi- 
cal director of the Alfred I. du Pont Institute, 
Wilmington, Delaware, was a guest at the meeting. 


World Confederation for Physical 
Therapy, September 7 and 8, 1951 


Information about travel and accommodations 
was printed in the March Review. Housing and 
registration blanks have been sent to those indi- 
cating an interest in going. 

Remember there are two other meetings: the 
Second International Polio Conference in Copen- 
hagen, September 2nd to 7th, and the Fifth World 
Congress of the International Society for the Wel- 
fare of Cripples in Stockholm from September 9th 
to the 14th. 


Recruitment Poster 


A very attractive blue-and-gold poster is now 
available for distribution. The size is 8 x 10 inches, 
suitable for bulletin boards. Supplies will be 
mailed to chapters, and to members on request. 
Let's get it up in schools, libraries, Y.W.C.A.'s, 
and as many other places as possible. 


Medical College of Virginia Students 
Conduct Campaign 


We students in the Physical Therapy School of 
the Medical College of Virginia are actively con- 
ducting a campaign to direct the attention of Con- 
gress to Bill H.R. 911 as introduced by Representa- 
tive Frances P. Bolton of Ohio, and Bill S. 661 
introduced by Senator Irving Ives of New York, 
which, if passed, would grant commissions in the 
Armed Services to male physical therapists, occu- 
pational therapists, and nurses. Unless this or a 
similar bill becomes law, male physical therapists, 
occupational therapists, and nurses who are re- 
quired to enter the Services will have no assurance 
of status in their respective professions. 

Due to the critical need for physical therapists 
and the rapid growth of the profession since the 
end of World War II, many males have been 
attracted to the field, creating a situation similar 
to the one that faced our female colleagues at the 
beginning of World War II. At that time legisla- 
tion was approved which granted the physical 
therapist (only the female, however) her rightful 
professional status in the Armed Forces. Today the 
profession is confronted with a similar problem. 
Males in the above professions enter the Services 
as privates, despite the fact that their educational 
qualifications and specialized training are identical 
to those of female members. 

We urgently invite all physical therapists to 
join our efforts to correct the unfortunate situa- 
tion that exists in the Services with regard to male 
physical therapists, occupational therapists, and 
nurses. We urge you to write to Chairman Vinson 
of the House Armed Services Committee to which 
the bill has been referred, and to your own Con- 
gressmen requesting that hearings be conducted. 
This seems a good time for action since the Com- 
mittee is now considering the manpower needs of 
the Armed Services. If you do not have the time 
to get the facts organized, write to us at the Medi- 
cal College of Virginia and we will send them to 
you. WRITE IMMEDIATELY! Address your re- 
quest to: Alfred J. Szumski, Physical Therapy 
School, Medical College of Virginia, Richmond 
19, Virginia. 
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New Student Members 


Columbia University 
Margaret Zelmanowitz 


Hermann Hospital 
Shirley Asklund Efhe Knox 
Phyllis B. Basford Ann L. Park 
Edward T. Coulston Thomas G. Parker 
Helen M. Felix Virginia M. Rowan 
Madell Frazier Gloria H. Spano 


Boston University—College of Physical Education 
for Women: Sargent 

Joanne Lewis 

Tula Civetta LaValley 

Mary Ellen Moore 

Rose Muratore 

M. Jean Murphy 


Joan Quinn 


Lucille Alvord 
Suzanne Appleton 
Mary Ann Austin 
Claire Barclay 

Marian Bonisteel 
Marguerite Christjohn 


Marilyn Clefh Norma J. Rice 
Joyce Cobb Barbara Schillinger 
Thelma Davis Anna Jane Smolak 
Carol Dias Barbara Stearns 
Aurelia Dodge Helen M. Walker 


Lois Wilcox 
Joan Wilson 


Margaret Dow 
June Ferron 
Nancy Hirsch 
St. Louis ‘University 
Margaret M. Kreisle Harriet M. Moore 


Sally Mammen Anthony Vecchiarelli, Jr. 
Homer B. McDougall 


University of Colorado 
Florence P. Hawkinberry 


University of Iowa 

LeRoy D. Meyer 
Carolyn F. Morse 
Wayne V. Paustian 
Paul A. Raines 
Doris H. Reid 
Helen J. Steele 
Bernard Strohm 


Philip Abood 

John H. Blauer 
Frank V. Curry 
Mary Jeanne Dorr 
Dale R. Fellows 
Margaret J. Galbraith 
Helen J. Hislop 
Beverly Jane Mason 


Marriages 


Isobel J. Hansen of Angwin, Calif., now Mrs. Isobel H. 
Lohne of Hinsdale, Ill. 

Marion L. Hartman of Bala Cynwyd to Walter R. Kempf 
of Lancaster, Pa. 

Eleanor F. Myers to A. V. Martini, Minneapolis. 

Dorothy Swanson of Grand Rapids, Mich., to $§. M. Dix 
of Brooklyn, N. Y. 

Elizabeth L. Shattuck of East Pepperell, Mass., now Mrs. 
Elizabeth S. Hewitt of Hanover, N. H. 

Marie A. Peront, now Mrs. Marie P. Woolner, Worces- 
ter, Mass. 

Margaret H. Krone, now Mrs. Margaret K. Demchock, 
Cleveland. 

Alice Kranz to Harold Rainwater, Exeter, Calif. 

Mrs. Elinor E. Townsend of Stanford, now Mrs. Elinor 

E. Haley of Redwood City, Calif. 


Membership News 
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Marie Fackt, M.D. 


Dr. Marie Fackt, a former member of the Asso- 
ciation and a Director from 1934 to 1936, passed 
away after an illness of several months on March 
21st, in Denver, Colorado. 

Dr. Fackt received her physical therapy training 
in Dr. Robert Lovett’s office in 1921 and 1922. 
She was associated with Alice Lou Plastridge in 
Chicago for the next four years. In 1926 Dr. Fackt 
went to Denver to prepare for medicine and was 
graduated from the University of Colorado School 
of Medicine in 1936. 

Dr. Fackt contributed much to the development 
of the Association and maintained her interest and 
afhliation until 1944. 


Charlotte H. Ballard 


Charlotte H. Ballard died on March 1, 1951, in 
San Francisco after an illness of many years. She 
can be called a pioneer in physical therapy, espe- 
cially on the West Coast, as she was one of that 
hardy group of physical thefapists of World War 
I which became the nucleus of the American Phys- 
ical Therapy Association. 

After serving at Letterman General Hospital, 
she included in her professional positions those of 
Head of Department of Physical Therapy at St. 
Francis Hospital and at Franklin Hospital, where 
the doctors, the nurses, and her fellow physical 
therapists all remember her with admiration and 
respect for her spirit of service. 

In 1929-1930 when the Association boasted 
only about five hundred members and ten chapters, 
she was Secretary of the American Physical Ther- 
apy Association. After work, alone, she carried on 
a correspondence which accomplished such activi- 
ties as an investigation into schools which cul- 
minated in the approval by the Council on Medical 
Education and Hospitals of the American Medical 
Association ; the organization of six new chapters— 
Northern California, Southern California, Wiscon- 
sin, Michigan, New Jersey, and Texas; the incorpo- 
ration of the Association; the processing of new 
members; the business of obtaining conformity in 
chapter constitutions; and the myriad of details 
that occurred in the coming of age of the Asso- 
ciation. 
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An editorial in the Review for December 1929, 
during her term of office, states, “Living is made 
up of human attachments and enthusiasms and 
sympathies and sharing your interests with those 
of like tastes. That is living, no matter what else 
life may bring or fail to supply! All or us should 
give attention to local and national affairs, and 
strive to form intelligent opinions on the various 
subjects that come before the Association. We are 
in an interesting period of development, still on 
the frontier, with opportunities ahead for ever 
closer working relationships with doctors and med- 
ical associations.” 
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Before her long illness, whether physical thera- 
pist, fellow worker, or friend, Charlotte Ballard 
fulfilled every obligation suggested by that edi- 
torial. 

She will be missed by her friends, her commu- 
nity, and her contemporaries. I would like to feel 
that the young physical therapists, though they did 
not have the privilege of knowing her, might 
pause a moment to take special cognizance of the 
characteristics and attributes of a physical therapist 
who served her profession so well. 

Hazev E. Furscotr 


Fulbright Awards for 1952-53 


The Conference Board of the Associated Re- 
search Councils, Committee on International Ex- 
change of Persons, has announced that approxi- 
mately seventy awards for university lecturing and 
advanced research are available under the Ful- 
bright Awards for 1952-53 in East Asia, the 
Pacific, and other areas. Additional information 
may be obtained from the Executive Secretary of 
the Committee at 2101 Constitution Avenue, 
Washington, D. C. 


New Multiple Sclerosis Society 
Publication 


The following notice has been received from 
the National Multiple Sclerosis Society, 270 Park 
Avenue, Suite 7G, New York 17, N. Y.: 

“The National Multiple Sclerosis Society has 
recently published an important new — 
entitled Multiple Sclerosis: Application of Reha- 
bilitation Techniques by Edward E. Gordon, M.D. 
This is not only significant for physical therapists 
who treat multiple sclerosis patients, but the data 
which are contained therein will undoubtedly have 
applicability to the treatment of other types of 
chronic disease by physical therapy. 

‘This monograph while expensive to produce 
will be distributed without charge to qualified 


General News 


physical therapists under supervision of licensed 
physicians. The monograph may either be requested 
by the physician for his staff or may be requested 
by the physical therapist who can secure the ap- 
proval of the supervising physician on his sta- 
tionery. This procedure has been adopted only to 
insure getting this material into responsible hands. 
While no charge will be made for this material, 
any contribution which may be made by its recipi- 
ents will be carefully applied to our work. 

“Within another two months we shall publish 
four small monographs, designed yey for 
patients, which shall be particularly applicable, 
respectively, to the ambulatory patient, the patient 
on crutches, the wheel-chair patient, and the patient 
who is confined to bed.” 


Fifth World Congress Program 


The program for the Fifth World Congress of 
the International Society for the Welfare of Crip- 
ples, to be held in Stockholm, Sweden, September 
9 to 14, 1951, is being drawn in its final form by 
the Organization Committee under the direction 
of Mr. Konrad Persson, President of the Congress. 

The theme selected for the Congress is “Com- 
plete Services for the Disabled: A World Goal,” 
and the program is being developed to carry out 
this concept. It is anticipated that the program in 
its final form will include sessions devoted to the 
consideration of international and national organi- 
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zation of services for the handicapped and to the 
coordination of medical, social, and pedagogic 
services in providing for the disabled individual. 
Other general meetings will examine progress and 
planning in vocational rehabilitation and in the 
employment of the disabled. 


World Health Organization 
Recognizes Society for Cripples 


The International Society for the Welfare of 
Cripples has been included among the nongovern- 
mental organizations to be brought into official 
relations with the World Health Organization, it 
was announced recently by Dr. Brock Chisholm, 
Director-General of WHO. This action was taken 
by the Executive Board of WHO at its seventh 
session. 

This recognition of the International Society 
will make possible more direct exchange of infor- 
mation between the World Health Organization 
and the Society, participation of the Society in the 
activities of WHO which relate to the handi- 
capped, and presentation to WHO of the views of 
the International Society. 

Previous recognition has been extended by the 
Economic and Social Council of the United Na- 
tions, which granted the Society consultative status. 
A working agreement with the International Refu- 
gee Organization and membership in the UNICEF- 
UNAC Advisory Committee of Non-Governmental 
Organizations enables the International Society to 
participate in the programs of these other agencies 
of the United Nations. 


International Congress of Physical 
Medicine, 1952 


The International Congress of Physical Medi- 
cine will be held in London from July 14 to 19, 
1952. 

In accordance with the regulations of the Inter- 
national Federation of Physical Medicine, the meet- 
ings of the Congress will be reserved for matters 
dealing with the clinical, remedial, prophylactic, 
and educational aspects of physical medicine and 
with the diagnostic and therapeutic methods em- 
ployed in physical medicine and rehabilitation. 

Technical, scientific, and historical exhibitions 
also will be arranged. 

In addition to the Scientific Program, a full 
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program of social events and entertainment is 
being planned for the members and associate mem- 
bers. Arrangements for London and provincial 
visits of scientific and historical interest are also 
being made for the Congress week and the fol- 
lowing week. 

This is a preliminary notice; full details will be 
made available later. Applications for the Provi- 
sional Program should be addressed to the Hono- 
rary Secretary, International Congress of Physical 
Medicine (1952), 45, Lincoln’s Inn Fields, Lon- 
don, W.C. 2, England. 


Contribute to Your Profession 


The Editorial Board of The Physical Therapy Review 
urges you to consider making a contribution to your 
journal and to your profession. Perhaps you have ob- 
served a particularly interesting case, or a series of cases 
presenting a new or different technic, or perhaps you 
wish to report on the results you have obtained on a 
new piece of equipment. 

Listed below are suggestions which will help you in 
the preparation of your manuscript. For further help as 
to style, content, length, and illustrations, refer to one 
of the standard texts on the art of writing to be found 
in any library. Dr. Hellebrandt's article in this issue will 
prove very helpful, as well as the bibliography of books 
giving further information, which she appends. 

(1) Papers should be typewritten and double-spaced. 
Both the original and one carbon copy should be mailed 
to the Review. (It is suggested that the author keep an 
additional copy with which to compare the galley proofs 
when these are mailed to him.) 

(2) Full name and title of author and listing of all 
professional connections should be given. 

(3) References and bibliography, numbered and listed 
at end of paper, should include: 

(a) author's last name, first name, initial, 

(b) title of book or article, 

(c) name of publisher or magazine, and 

(d) date of publication 

(4) Illustrations should be unmounted, and should 
be numbered (in the margin, or in soft pencil on the 
back, in the case of photographs) to correspond to ref- 
erences in the text. 

(a) Captions to appear under illustrations should 
be typed on a separate sheet and numbered to 
correspond to the illustrations. 

(b) All photographs submitted should be glossy 
prints. 

(c) All charts and drawings should be made on 
heavy white paper or white cardboard, and 
should be typewritten or made with India ink. 
(Graphs plotted on ordinary graph paper will 
not reproduce satisfactorily.) 

(5) Papers should be mailed to Jane Carlin, Editor, 
The Physical Therapy Review, 1790 Broadway, Room 
1316, New York 19, N. Y. 
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Inder ts Current Literature 


Anterior Poliomyelitis 


Passive Immunity in Poliomyelitis. A. J. Rhodes, E 
Clark, F. T. Shimada. Canadian Journal of Public 
Health, January 1951 

How Is Poltomyelitis Spread? F. S. Maclean. 
Zealand Medical Journal, December 1950 

Poliomyelitis in London in 1949. G. E. Breen and B 
Benjamin. British Medical Journal, December 30, 
1950 

Recent Poliomyelitis Experience in 
Fleming. The Journal Lancet, July 


New 


Minnesota. D. 
1950 


Arthritis 


Trial of Adenosinetriphosphate in Rheumatoid Arthritis 
L. Godfrey. The Journal of the American Medical 
Association, February 3, 1951 

Arthritis in Venereal Disease with Particular Reference 
to Etrology. B. Levy. Medical Journal of Malaya, Sep- 
tember 1950 

Rheumatoid Arthritis. C. Ragan. Bulletin of the 
York Academy of Medicine, February 1951 

The Clinical Effects of Cortisone and ACTH on Rheuma- 
toid Diseases. J. J. Bunim. Bulletin of the New York 
Academy of Medicine, February 1951 

Pyogenic Arthritis. A. Steindler. Bulletin of the 
York Academy of Medicine, February 1951. 

Effects of Pituitary Adrenocorticotrupic Hormore (ACTH) 
in Rheumatoid Arthritis. H. M. Margolis and Paul S$ 
Caplan. Journal of the American Medical Association, 
February 10, 1951 


New 


New 


Circulation 


The Effect of Ascending an Ordinary Flight of Stairs on 
the Work of the Heart. |). A. L. Mathers, H. I. Grif- 
feath, R. L. Levy, and J. L. Nickerson. Circulation, 
February 1951 

Evaluation of Deep Veins Following Previous Throm- 
bophlebitis. \. C. Luke. Archives of Surgery, Novem- 
ber 1950. Abstracted in Journal of the American Medi 
cal Association, February 10, 1951 

Effect of Postoperative Bed Rest and Early Ambulation 
on the Rate of Venous Blood Flow. H. Payling Wright, 
S. B. Osborn, and Denise G. Edmonds. The Lancet, 
January 6, 1951 

the Influence of Temperature upon Venous Pressure in 
the Foot. |. P. Henry and O. H. Gauer. The Journal 
of Clinical Investigation, July 1950 

Visualization of the Coronary Arteries During Life. ]. A 
Helmsworth, J}. McGuire, B. Felson, and R. C. Scott 
Circulation, February 1951 

The Aging of Cardiac Infarcts, 
Cardiac Rupture. 1. Lodge-Patch 
nal, January 1951 

Diagnosts of Coronary Artery Disease 
and G. M. Cummins. The 
cine, December 1950 

Vasomotor Disorders in Aviation Medicine. 8. Robbard 
The Journal of Aviation Medicine, December 1950 

Advance in Diagnosis of Pertpheral Diseases. K. Harpu- 
der. New York Medicine, February 1951 


and Its Influence on 
British Heart Jour 


G. H. Marquardt 
Journal of Aviation Medi- 


Electrotherapy 
Treatment of Fibrositis in the Neck and Shoulders with 
Microthermy (Radar). G. D. Wilson. North Carolina 
Medical Journal, January 1951. 


Fractures 
Treatment of Difficult and Involved Colles’ Fractures. 
F. J. Cox and A. W. Meier. California Medicine, 
February 1951 


Miscellaneous 

Early and Late Complications of Head Injuries. W. D. 
Abbott. Industrial Medicine and Surgery, February 
1951 

Gravitational Leg Ulcers and Allied States. H. Kelikian. 
The Journal of the International College of Surgeons. 

The Toxic Effects of Antihistamine Drugs. J. B. Wyn- 
gaarden and M. H. Seevers. The Journal of the Amer- 
ican Medical Association, February 3, 1951. 

A Handicapped Couple Builds a Wheel Chair House. 
J. Lee. The Crippled Child, February 1951. 

Academy of Medicine Endorses Plea for Reservation of 
Television Channels for Education. The Diplomate, 
January 1951 

American Team Assists in Improvement of Japanese 
Medical Schools. The Diplomate, January 1951. 

The Concept of Continuation Education in Medicine. F. 
Murphy. California Medicine, February 1951. 

New Hydraulic Exercise Table. Arthur L. Watkins. Ar- 
chives of Phys:cal Medicine, January 1951. 


Neurology 


Sensory Changes in Procaine Nerve Block. D. C. Sin- 
clair and J. R. Hinshaw. Brain, Journal of Neurology, 
June 1950 

The Advance of Functional Recovery after Radial Nerve 
Lesions in Man. E. M. Bowden and D. A. Sho!l 
journal of Neurology, June 1950. 

The Transmission from Nerve to Muscle. G. L. Brown 
Medical Journal of Malaya, September 1950. 


Orthopedics 


Brace to Correct Varus of the Fore Part of the Foot 
Harold Lusskin. Journal of Bone and Joint Surgery, 
January 1951 

The Differential Diagnosis and Treatment of Unilateral 
Neck. Shoulder, and Arm Pain. C. C. Coleman, J. M. 
Meredith, and C. E. Tro!and. Southern Medicine and 
Surgery, January 1951 

Treatment of Shoulder Disabilities. H. C. Hansson. Mod- 
ern Medicine, February 1951. 

Management of Common Athletic Injuries. 
dike. Modern Medicine, February 1951. 

Orthopedic Aspects of Backache. Richard H. Kiene. In- 
dustrial Medicine and Surgery, January 1951 

Syllabus on Industrial Low Back Disability. Joseph S$ 
Barr and Henry C. Marble. Industrial Medicine and 
Surgery, January 1951 

The Treatment of Congenital Clubfeet with W edging 
Casts. George M. Hart. The Journal Lancet, July 1950. 
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Prosthetics 


Artificial Limbs. J. A. P. Cameron. Medical Journal of 


Malaya, September 1950. 


Psychiatry 


The Modern Psychiatric Hospital. D. Blain. Hawaii Med- 


ical Journal, January-February 1951. 


Round Table on Industrial Psychiatry. 
Himler. Industrial Medicine and Surgery, February 


1951. 


Trends in Modern Psychiatry. D. Blain. Canadian Med- 
ical Association Journal, January 1951. 
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Muscular Dysfunction Under Emotional Stress: Diagnosis 


January 1951. 


and Treatment. A. D. Jonas. American Practitioner, 


Rehabilitation 


Conquering the Problems of Chronic Illness. D. E. 


O'Reilly. The Crippled Child, February 1951. 


The Internist's Number One Problem—Chronic Disease 


Edited by L. E. 


in an Aging Population. Howard A. Rusk. Annals of 
Internal Medicine, December 1950. 


Physical Medicine and Rehabilitation in Europe. Frank 


1951. 


H. Krusen. Archives of Physical Medicine, January 


Abstracts 


Emergency Wooden Respirator 


Gerald M. Cline, M.D., Homer O. 
Dolley, M.D., and Ralph C. Osborn, 
M.E., Bloomington, Ill. In JouRNAL 
OF THE AMERICAN MEDICAL Asso- 
CIATION, 145:7:485, February 17, 
1951. 

An “emergency” wooden respirator 
can be made and assembled in a few 
hours from materials usualiy obtain- 
able in any community having a lum- 
ber yard, hardware store, and garage 
or small machine shop. The respira- 
tor can be built by a carpenter or 
cabinet maker with some assistance 
from a sheet metal worker, black- 
smith or garage man, or a high 
school manual training class. The 
respirator may be constructed for 
hand operation; or if it is desired to 
operate the respirator by motor, a 
washing machine agitator mechanism 
or a combination of belts and pulleys 
having a total reduction ratio of 
120:1 from the motor to the cam 
link may be used. This ratio is im- 
portant to give the proper respiratory 
frequency of 12 to 20 cycles per 
minute. 

A pamphlet which graphically sets 
forth its construction has been pre- 
pared and is available for distribu- 
tion on application to the Council 
on Physical Medicine and Rehabili- 
tation of the American Medical As- 
sociation. The photographs, draw- 
ings, and specifications shown in the 
pamphlet are an accumulation of 
ideas on the various components of- 
fered as suggestions for making an 
emergency wooden respirator. Each 
community Of group constructing a 
respirator of this type will have 


ideas of its own on improvisation of 
various components, perhaps simpler 
or more elaborate. 


Home Care for Poliomyelitis 


Emil D. W. Hauser, M.D. In Quar- 
TERLY BULLETIN OF NORTHWEST- 
ERN UNIVERSITY MEDICAL SCHOOL, 
25:1:21, Spring 1951. 

This paper is concerned with the 
art of home care for poliomyelitis in 
contrast to the scence of home care. 
The scientific approach is accurate, 
but general, and is concerned with 
ideas. A discussion of the art can be 
more specific and concerned with 
what is actually done, or with action 
and with individuals. This is based 
on the actual care given to patients 
at Passavant Hospital in Chicago. 

Almost everything may be impor- 
tant in the care of a poliomyelitis 
patient, but we are most directly 
concerned with the restitution of the 
individual. This includes general 
health as well as rehabilitation of 
the part of the body affected by 
paralysis. 

The majority of cases seen are re- 
ferred from the contagious hospitals ; 


of these, the highest percentage 
know no other treatment except 
home care. Only the most severe 


cases require further hospital care. 
Most cases are ambulant, and the 
program for their care is outlined 
to the physical therapist and to the 
family, as well as to the patient. 
Specific rules are laid down and the 
reasons for them are given. 

Every effort is made to discon- 
tinue any therapeutic measure as soon 
as it is no longer essential for recov- 
ery. The sooner normal activity can 
be carried out safely, the sooner the 
specific exercises and treatments can 
be discontinued. When the patient is 
restored to normal, so that there 
can be no relapse due to weakness, 
he is dismissed. 

For those ambulant patients who 
have some permanent disability with 
true paralysis, braces are used to 
carry out the maximum function and 
to prevent deformity. Surgery is per- 
formed when the child is older so 


that the brace can be abolished. In 
this way, the majority of the patients 
are cared for in their homes through- 
out the course of their treatment 
after the period of isolation is over. 

The severely involved cases, the 
respiratory cases, and those with 
bulbar paralysis require hospitaliza- 
tion. The first objective is to save 
life, then to gain the maximum 
amount of power. Most of these cases 
can be freed from the respirator and 
can swallow, after which time they 
can be treated at home even though 
paralysis is severe. In some cases the 
paralysis is so severe that use of the 
respirator has to be continued at 
home, and for this the simplest type 
of chest respirator is used. 

Arrangements tor home care should 
be made whenever possible. It costs 
less, it can help relieve the critical 
shortage of hospital beds, and life 
at home is preferable to life,in the 
hospital for a patient who must 
make a readjustment to everyday liv- 
ing. In his normal environment and 
stimulated by family relationships the 
patient usually shows a marked emo- 
tional and psychological improve- 
ment. Home care results in a more 
rapid social and financial rehabilita- 
tion. It makes certain that the maxi- 
mum amount of benefit is obtained 
from hospital treatment at a minimal 
cost. 


The Effects of Short-Wave Dia- 
thermy on Bone Repair 

William J. Hutchison, M.D., and 
Billie D. Burdeaux, Jr.. M.D., Mc- 
Kinney, Texas. In JoURNAL OF BONE 
AND JOINT SURGERY, 33-A:1:155, 
January 1951. 

The use of diathermy to stimulate 
the repair of fractures has been ad- 
vocated and condemned by many, but 
the actual effects of short-wave dia- 
thermy on bone repair have not been 
studied experimentally. 

These experiments were done to 
determine the effects of short-wave 
diathermy in clinical or subclinical 
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doses on bone grafts and fracture 
healing. A standard short-wave dia- 
thermy machine was used throughout 
the investigation, and the following 
conclusions were reached: 

Diathermy in repeated clinical 
doses causes a delay in the healing 
of fractures in rabbits and in the 
union of bone grafts in dogs. The 
new bone formation and callus are 
of poor structural quality. 

Diathermy causes a decrease in the 
formation of osteoporosis following 
bone trauma in dogs and rabbits 

The continued use of diathermy in 
clinical doses causes edema of the 
skin, subcutaneous tissues, and mus- 
cles in rabbits. 

There is marked stimulation of 
hair growth in rabbits within four 
days following the use of diathermy. 

The use of diathermy causes a 


marked delay in the healing of sur- 
gical wounds in dogs and rabbits. 


Physical Therapy and Rehabili- 
tation in Multiple Sclerosis 


George G. Deaver, M.D., New York. 
In THe 30:4:11, 
December 1950. 


In treating the multiple sclerotic 
patient by physical therapy and reha- 
bilitation there are three important 
facts to consider: (1) the etiology 
of multiple sclerosis is unknown; 
therefore, we cannot treat the cause; 
(2) in the majority of cases it is a 
progressive disease and degeneration 
may take place faster than rehabilita- 
tion, no matter what therapy is used; 
(3) there are periods of remission 
when the patient may be without any 
evidence of the disease, but there 
also are periods of exacerbation when 
the patient will be severely disabled. 
Because of these facts it is difficult 
to measure adequately the results of 
treatment. Frequently a patient has a 
remission and the type of treatment 
being given during that period is 
given the credit for the improvement 
However, physical therapy is very 
frequently recommended for these pa- 
tients, because the medical profes- 
sion realizes that relaxing spastic 
muscles, strengthening weak muscles, 
retraining uncoordinated and ataxic 
movements, and teaching ambulation 
and self-care activities are the func- 
tions of those trained in physical 
therapy procedures 

When a physician prescribes phys- 
ical therapy, it is essential that the 
physical therapist evaluate the symp- 
toms, the extent of the disabilities, 
and what the patient can accomplish 
with his disabilities. With this in- 
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formation the physician and the phys- 
ical therapist can outline a program 
and measure the results of treatment. 

The forms of physical therapy 
most useful in treating the disabili- 
ties resulting from multiple sclerosis 
are the physical modalities and teach- 
ing the ambulatory and self-care ac- 
tivities of daily living which the 
patient is able to learn. The physical 
modalities which have been found 
most useful are massage, hydrother- 
apy, and exercise. There is no form 
of physical therapy as useful in the 
treatment of multiple sclerosis pa- 
tients as active and passive move- 
ments. 


Possibilities of Specific Preven- 
tion and Treatment of Polio- 
myelitis 


W. M. Hammon. In PeEptatrics, 
6:687, November 1950. Abstracted 
in JOURNAL OF THE AMERICAN MED- 
ICAL ASSOCIATION, 145:7:518, Feb- 
ruary 17, 1951. 


Hammon discusses the possibilities 
of passive immunization against po- 
liomyelitis. He feels that this offers 
practical and theoretical advantages 
over active immunization. A vaccine 
for all immunologic types is not 
available and may never be avail- 
able in adequate quantities or at a 
reasonable cost. Furthermore, if an 
inactivated vaccine is used, annual 
revaccination for the duration of 
life might be required. 

The effectiveness of serum pro- 
phylaxis has been demonstrated in 
amimals and has been given field 
trials in man, but the results are in- 
conclusive. Gamma globulin from 
adults should contain antibody to all 
prevalent types and has been shown 
to be active in monkeys against three 
types of the disease. It has been used 
on a small scale in man as a pro- 
phylactic agent but not on an experi- 
mental basis. Gamma globulin, judg- 
ing from epidemiological reasoning 
and experimental evidence, which is 
now inadequate, would not be ex- 
pected to prevent infection, but 
should prevent clinical disease. If 
this proves to be true, it would per- 
mit the development of permanent 
immunity through inapparent infec- 
tion, a decided practical advantage. 
Its use would be recommended only 
during epidemic years and for only 
the more susceptible age groups. 

Since gamma globulin is now 
available, a carefully controlled field 
experiment should be done to de- 
termine its effectiveness. Once infec- 
tion has occurred, there is no evi- 
dence that serum, gamma globulin, 
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or other immunologic agent has any 
therapeutic or abortive effect. So far, 
no practical therapeutic or prophy- 
lactic antibiotic or chemotherapeutic 
agent has been developed against 
poliomyelitis; however, advances in 
this field lead to optimism. 


Function of Erectores Spinae in 
Flexion of the Trunk 


W. F. Floyd, B.Sc., P. H. S. Silver, 
M.B., London. In THE LANcET, No. 
6647, p. 133, January 20, 1951. 

Observations are described which 
show that full flexion of the spine 
is accompanied by relaxation of the 
erectores spinae. Consequently in 
this position further flexion is lim- 
ited only by the intervertebral liga- 
ments. It is thought that there are 
limits to the time for which the 
ligaments can support this tension— 
€.g., in sitting—just as there are lim- 
its to the tension which the ligaments 
can withstand in weight lifting. 

Some clinical implications are de- 
scribed in backache and the mecha- 
nism of rupture of the annulus 
fibrosus. 


National Program in Rehabilita- 
tion Must Be Expanded 


Frank H. Krusen, M.D., Rochester, 
Minn. In MINNESOTA MEDICINE, 34: 
1:47, January 1951. 

Physical medicine and rehabilita- 
tion are combined today to include 
the employment of physical therapy, 
occupational therapy, psychosocial ad- 
justment, and vocational retraining in 
an attempt to achieve maximal func- 
tion and adjustment of the handi- 
capped or disabled individual and 
to prepare him physically, mentally, 
socially, and vocationally for the 
fullest possible life compatible with 
his abilities and disabilities. 

Our national leaders have urged 
extension of rehabilitation programs. 

“The investment in rehabilitation 
is an investment in the greatest and 
most valuable of our possessions, 
the conservation of human resources.” 
This was the opinion of Bernard M. 
Baruch when he founded the Baruch 
Committee on Physical Medicine in 
1944. 

If our nation is to be successful 
in providing adequate facilities for 
restoration of all our disabled citi- 
zens we must double, redouble, and 
redouble again our pioneering, vol- 
untary programs to provide service 
to the handicapped; to train per- 
sonnel to care for the disabled; and 
to provide medical research in meth- 
ods of restoration following disease 
or injury. 
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Poliomyelitis: Six-Year Study of 
Cases at Children’s Hospital, San 


Francisco 


H. E. Thelander, M. Sehring, and 
E. B. Shaw. In Pepiatrics, 6:557, 
October 1950. Abstracted in THE 
JOURNAL OF THE AMERICAN MEDI- 
CAL ASSOCIATION, 145:7:518, Febru- 
ary 17, 1951. 

Thelander and her associates cite 
a previous report in which they re- 
ported clinical observations on polio- 
myelitis cases from the Children’s 
Hospital in San Francisco over the 
six-year period, 1943-1949. They dis- 
cuss the sources and sampling of the 
case material and analyze some spe- 
cific observations. 

This series of 453 cases does not 
present a valid cross section of cases. 
Patients from San Francisco are 
usually admitted early, or when the 
disease is suspected. Thus, these cases 
include all degrees of severity. The 
nonlocal cases, however, represent 
somewhat severer cases, including 
more difficult problems in diagnosis 
and those requiring special methods 
of treatment—such as artificial respi- 
ration, tracheotomy and care of cir- 
culatory failure, and urinary reten- 
tion. Age, economic status, and the 
high proportion of females are other 
factors in which this material differs 
somewhat from a truly representa- 
tive cross section of poliomyelitis 
cases. 

Sore throat, tonsillitis, and gastro- 
enteritis have been considered by 
many observers as symptoms of in- 
vasion by the poliomyelitis virus. 
The authors challenge this concept 
and suggest that a far more likely 
hypothesis is that other infections 
may serve to convert latent and in- 
apparent infection into obvious dis- 
ease of the central nervous system. 
Many authorities include these evi- 
dences of preliminary infection as 
the initial component of biphasic 
(dromedary) poliomyelitis. This con- 
cept appears especially inapplicable 
to those instances in which prelim- 
inary disease differs sharply in symp- 
tomatology from that usually char- 
acterizing invasion of the central 
nervous system. There is much evi- 
dence that the poliomyelitis virus is 
widely distributed during epidemics 
and that the virus may frequently 
produce inapparent and completely 
latent infection, which may be con- 
verted into active disease by a variety 
of factors, including unrelated infec- 
tions, which increase the susceptibil- 


ity of the central nervous system of . 


the host. 
The value of pooled, irradiated, 
human plasma in therapy is not 
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great, but statistically this is almost 
impossible to prove because a weakly 
effective agent is applied in the treat- 
ment of an infection that has an ex- 
tremely variable outcome. Although 
nonparalytic poliomyelitis is believed 
to be frequent, the authors believe 
that if diagnosis is restricted to cases 
with definite clinical and laboratory 
observations, only a small propor- 
tion will completely escape paralysis, 
though this paralysis may be minimal 
and may disappear before the end of 
the two weeks of hospitalization. 


A Home Play and Occupational 
Program for the Bedfast Child; 
The Counterpane Course 

Francis F. Schwentker, M.D., Anne 
Felts Epperson, M.A., and Archibald 
Hart, Ph.D., Baltimore. In Pept- 
ATRICS, 7:1:44, January 1951. 

The value of recreational therapy 
for children whose condition re- 
quires long continued bed rest or 
confinement at home is universally 
accepted. Hospitals and convalescent 
homes have met the problem by 
initiating play or occupational pro- 
grams. Under the best conditions, 
they are conducted by trained work- 
ers who are able to understand the 
and problems of chil- 
ren. 


The South’s Service to the Crip- 
pled Child 


William Littell Funkhouser, M.D. 
In SOUTHERN MEDICAL JOURNAL, 
44:2:124, February 1951. 

The United States Census Bureau 
estimated in 1944 that there were 
over forty-six million persons in this 
country under twenty years of age. 
One-third are in the Southern states. 
It is almost impossible to determine 
the number of children in the United 
States eligible for crippled children’s 
service, but it has been estimated at 
twenty-six and a half million. 

This report covers the District of 
Columbia and those states compris- 
ing the territory of the Southern 
Medical Association. All of these 
have programs under the State Crip- 
pled Children’s Services which are 
financed jointly by state and Federal 
funds and are administered locally 
by designated agencies. 

Federal grants for the Crippled 
Children’s Services are to be doubled 
for 1952. The increased grants will 
be used to extend present services to 
reach more children, to care for 
handicaps where no public service is 
available, and to train more workers. 
It will also help to cover the in- 
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creased cost of hospitalization, which 
has risen in ten years from $6.42 to 
$18.06 per day per patient. 

The program in the various states 
does not operate under the same 
state agency. Nine states function 
under the Department of Health; 
three operate under the Department 
of Public Welfare; two under the 
Department of Education; two under 
Children’s Commission; and one un- 
der the Department of Public As- 
sistance. 

Every state and the District of 
Columbia has service for children 
with orthopedic and plastic defects, 
also for cerebral palsy and congenital 
abnormalities. 

Eight states care for congenital 
hearts; nine have prograrns for rheu- 
matic hearts; three states care for 
speech and for hearing; five states 
serve the blind; two, mental defects ; 
and one, brain tumors. It can be seen 
that the majority of the Southern 
states care for only a small per- 
centage of crippling conditions under 
the broader interpretation of the 
term. 

Of the medical personnel, all states 
have orthopedic, pediatric, and nurs- 
ing service; nine have neurologists ; 
three, plastic surgeons; four, den- 
tists; one has a doctor of physical 
medicine; and six have cardiologists. 

Of the auxiliary personnel, three 
states have a nutritionist; eight have 
teachers for speech therapy; fifteen 
have physical therapists; fifteen have 
medical social workers; and seven 
have psychologists. 


A Two-Step Test of Exercise Tol- 
erance in Intermittent Claudica- 
tion 


Milton Kissin, M.D., Julius J. Stein, 
M.D., and Ralph J. Adleman, M.D., 
New York City. In ANGIOLOGY, 1:2: 
141, April 1950. 


A two-step stair climbing test was 
found to be a satisfactory and con- 
venient measure of exercise tolerance 
in intermittent claudication. The pa- 
tient walked back and forth over a 
set of steps until pain appeared in 
the leg. The number of trips made 
over the steps was recorded as the 
exercise tolerance. The first appear- 
ance of pain in the calf was taken 
as the end point. 

The exercise tolerance when re- 
peatedly done on a single day, was 
found to be constant. Similarly, the 
day-to-day measurement of exercise 
tolerance was found to be constant. 
This method of measurement is use- 
ful, therefore, in acute or chronic 
experiments on intermittent claudi- 
cation. 
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Evaluation of Treatment in In- 
termittent Claudication 


J. T. Shepherd, M.B., M-Ch. In Brit- 
ish MEDICAL JOURNAL, No. 4694, 
p. 1413, December 23, 1950 


Any effective treatment of arterio- 
sclerosis must increase the distance 
a patient can walk, either by increas- 
ing the blood flow to the affected 
muscles or by reducing the pain 
which occurs on exercise Direct 
measurement of the distance a patient 
can walk is the common method of 
assessing treatment 

A method is described which em- 
ploys an ergograph to determine the 
amount of work a patient can per- 
form and a venous occlusion plethys- 
mograph to enable the blood flow 
through the calf to be measured after 
the exercise. The use of this method 
in the evaluation of treatment in 
intermittent claudication is discussed 


The Fundamental Treatment of 
Rheumatoid Arthritis 


J. J. R. Duthie, M.B., F.R.C.P.Ed. 
In THE PRACTITIONER, 166:991:22, 
January 1951 


The stage at which active move- 
ments should begin will depend upon 
the response to general and local 
rest. In the upper limbs, physical 
therapy should be prescribed only 
after pain and swelling have begun 
to subside. In the lower limbs, the 
period of complete immobility can 
be more prolonged, muscular func- 
tion being maintained by static con- 
tractions of thigh and calf muscles 
with splints in position. The patient 
should be taught these exercises and 
instructed to perform them at fre- 
quent intervals throughout the day 

Physical therapy is used to supple- 
ment active forms of treatment. Wax 
baths are beneficial in reducing stiff 
ness in the small joints of the hands 
and feet. Faradic foothaths may be 
helpful in initiating activity in the 
intrinsic muscles of the feet. Residual 
pain may be eased by radiant heat, 
infra-red rays, or short-wave dia- 
thermy. It must be clearly under 
stood, however, that the value of 
passive forms of therapy is strictly 
limited. Power and stability can be 
restored to damaged joints only bh: 
skillfully graded activity. In cases of 
any duration, permanent damage will 
limit function, and patients must be 
warned that their activities must be 
kept within the tolerance of their 
joints 

When the patient has attained the 
maximum degree of improvement, 


THE PHysicAL THERAPY REVIEW 


certain clear-cut instructions must be 
given. The limits of physical activity 
must be clearly defined for those pa 
tients with significant residual dis- 
ability. Instruction in simple home 
physical therapy and remedial exer- 
cises should be given 


Fifty Years of Progress of Phys- 
ical Medicine and Rehabilitation 
in New York State 


Samuel S. Sverdlik, M.D., Donald 
Covalt, M.D., and Howard A. Rusk, 
M.D. In New York STATE Jour- 
NAL OF MEDICINE, 51:1:90, January 
1, 1951 

There have been dramatic changes 
in the medical and social scene in the 
past fifty years. Prior to World War 
I the major concern of the commu- 
nity in relation to the disabled 
was with the crippled child. During 
World War II physical medicine and 
rehabilitation received its greatest 
impetus 

Although it is one of the oldest 
therapeutic modalities known to med- 
icine, physical medicine and reha- 
bilitation is the newest medical spe- 
cialty recognized by the Council on 
Medical Education and Hospitals of 
the American Medical Association. 
Due to the increasing knowledge of 
electronics and biophysics, a more 
comprehensive understanding of the 
biologic and biomechanical principles 
involved in the pathologic processes, 
and the physiologic and vocational 
problems of the disabled and chron- 
ically ill, this specialty has made 
more rapid strides in the past decade 
than in all time heretofore. 


An Improved Abduction Exer- 
cise Splint for the Shoulder 


Edward J. Coughlin, Jr.. M.D., Wil- 
liamstown, Mass. In JOURNAL OF 
BONE AND JOINT SURGERY, 33-A:1: 
267, January 1951 


The author does not claim credit 
for devising this splint, but mentions 
that the original model had been 
seen by him at a_ prisoner-of-war 
camp in southern France. The author 
contacted the originator of the ap- 
paratus, Dr. Georg Neubauer, of 
Graz, Austria, who forwarded his 
own modifications of the original 
splint. In the modification of the 
original splint, the thorax is sup- 
ported on both sides, which gives 
more adequate fixation to the appara- 
tus and prevents it from moving in 
the process of abduction. In this way, 
one gets the maximum degree of ab- 
duction at the shoulder without un- 
toward motion of the apparatus itself 
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Music as an Adjunct to Therapy 


Eugene J. Taylor, New York. In THE 
CrippLep CHILD, 30:4:8, December 
1950. 


Music has long been used in the 
treatment of disease. Music was uti- 
lized as a highly specific form of ther- 
apy among the American Indians and 
various rhythms and songs were pre- 
scribed by the medicine men for 
treatment of specific ills. 

Probably partially as a result of 
the wide use of music in military 
hospitals during the war, there has 
been a great increase in the use of 
music in hospitals in recent years. 
The greatest use of music in medi- 
cine, however, is in neuropsychiatric 
hospitals, Veterans Administration 
hospitals, and some civilian hos- 
pitals, as a medium for patients’ 
activity. The only prescribed activi- 
ties which are considered as specific 
therapy are the use of music in 
relaxation and the development of 
coordination with patients with pri- 
marily neurological disabilities, con- 
ducted in conjunction with physical 
therapy; and group and individual 
singing with aphasics and other pa- 
tients with speech disorders, con- 
ducted in conjunction with speech 
therapy. 


Treatment of Fibrositis in the 
Neck and Shoulder with Micro- 
thermy (Radar) 


George Darwin Wilson, M.D., Ashe- 
ville. In NoRTH CAROLINA MEDICAL 
JOURNAL, 12:1:19, January 1951. 

Thirty-eight cases of fibrositis in 
the neck and shoulder (four primary 
and thirty-four secondary) were suc- 
cessfully treated by exposure to mi- 
crowaves (radar). The common triad 
of findings in this series of cases 
was: (1) pain, (2) hypotension, 
and (3) involvement of the sensory 
and motor nerves of the upper ex- 
tremity. Objective criteria of recov- 
ery were restoration of full joint mo- 
tion, as measured by goniometry; 
return of normal sensation over areas 
of paresthesia mapped out by pin 
scratch; and an increase in the power 
of the hand grip, as determined by a 
hand dynamometer. 

Microthermy was applied by Di- 
rector B at a distance of two inches 
from the bare skin. Treatments were 
directed to each side of the neck 
anteriorly, and to the back of the 
neck, each site being exposed for 
ten minutes. Oral temperature was 
unchanged by thirty minutes’ ex- 
posure to microthermy, and no burns 
or undesirable reactions were en- 
countered. 
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The Medical Care of the Elderly 


T. N. Rudd, M.D., London. In THE 
LANCET, No. 6646, p. 101, January 
13, 1951. 

No one who reads the medical 
papers can fail to be impressed by 
the number of careful reports on 
conditions of the elderly, sick and 
healthy, in hospitals and in their own 
homes throughout the country. Con- 
ditions of neglect under which the 
aged live have been noted in this 
country and in the United States of 
America. 

The ultimate problems for scien- 
tists are the reasons for aging, and 
its prevention. These may never be 
solved, but at least we can learn more 
of the variations of disease in old 
age. Important changes of attitude 
are now becoming general: rehabili- 
tation, especially, has come right to 
the fore, but it can only be success- 
ful if based upon a sound and com- 
plete diagnosis. Family physicians 
with a large list of older patients 
need increased diagnostic facilities 
which usually cannot be met by the 
general hospital outpatient depart- 
ment; geriatric outpatient depart- 
ments will be required, preferably 
in geriatric hospitals. In some hos- 
pitals, where there is no physical 
therapy department, the geriatric out- 
patient department should be linked 
up with an outside physical ary od 
clinic. However, massage should 
given by personnel on the geriatric 
staff whose methods are geared down 
to the needs of the elderly. 


Measurement of Whirlpool Tem- 
perature, Pressure, and Turbu- 
lence 


F. A. Hellebrandt, M.D., Sara Jane 
Houtz, M.S., and Robert N. Eubank, 
Richmond, Va. In ARCHIVES OF 
PHYSICAL MEDICINE, 32:1:17, Janu- 
ary 1951. 

The ultimate objective of this study 
is to determine the physiological ef- 
fects of the whirlpool bath so that 
we may evaluate the rationale of its 
current technic of application. Are 
the results achieved worth the cost 
of attaining them? In attacking this 
problem, it has been our major prem- 
ise that the physiological effects of 
the device under study cannot be es- 
timated reliably unless the operator 
can control and measure the variables 
thought to be the cause of the phe- 
nomena under observation. There- 
fore, the measurement of whirlpool 
temperature, turbulence, and _pres- 
sure, the subject of this article, is the 
first step in the solution of a prac- 
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tical problem which has economic as 
well as medical implications. 

The history of the application of 
hydrotherapy by the agitation of 


water in an extremity bath is re- 
viewed; the factors affecting the 
“dosage” of this modality are dis- 


cussed. Methods of measuring whirl- 
pool temperature, pressure, and tur- 
bulence are presented. Equipment 
designed to permit quantitative meas- 
urement of these variables is de- 

The evidence available from ex- 
tensive exploratory observations sug- 
gests that the agitational patterns 
produced in whirlpools of various 
types differ significantly and that 
those in a given piece of equipment 
are far from uniform at all depths 
and in all positions. Further study 
should be given to their physiolog- 
ical effects. 


Acrosclerosis 

T. R. Littler, B., and S. Canter, 
M.D., Liverpool. In THE LANCET, 
No. 6647, p. 139, January 20, 1951. 


Acrosclerosis is relatively rare, and 
there is much conflict of opinion 
about whether it is an independent 
clinical syndrome or not. Acroscle- 
rosis, scleroderma, scleroderma adul- 
torum, and dermatomyositis have 
been grouped together as dermato- 
sclerosis, because hardening of the 
skin is common to all of them at 
some time during their course. The 
earliest manifestations of acrosclero- 
sis are the Raynaud phenomena, and 
until the skin changes appear the 
diagnosis of acrosclerosis does* not 
arise. Superficial examination may 
lead to a momentary confusion with 
rheumatoid arthritis. Raynaud phe- 
nomena are seen in both conditions, 
and the ulnar deviation and position 
of flexion of the fingers are common 
to both. Closer examination, how- 
ever, confirms that the changes are 
not primarily articular or periarticu- 
lar, and any deformities that have 
arisen are due to the contraction of 
the skin over the underlying tissues. 

There is mo satisfactory treatment 
for acrosclerosis. Acrosclerosis may 
partly regress, even after many years. 
On general principles most workers 
recommend residence in a dry and 
equable climate, and a well-balanced 
nutritious diet. Protection of the 
fingers from trauma, including im- 
mersion in cold water, and the avoid- 
ance of psychological trauma are also 
advised. Physical therapy is impor- 
tant; radiant heat and massage, to- 
gether with active and passive move- 
ments, encourage the patient and 
should be tried in all cases. 


Treatment of Intertrochanteric 
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Fractures of the Femur by In- 
ternal Fixation 


G. P. Arden, M.B., F.R.C.S., and 
G. J. Walley, B.M., F.R.CS. In 
British MEeEpDICAL JOURNAL, No. 
4688, p. 1094, November 11, 1950. 


Only during recent years have sur- 
geons been stimulated to treat inter- 
trochanteric femoral fractures by in- 
ternal fixation as a means of obviat- 
ing the long inactivity and bed-stay 
of the aged patient. Operative treat- 
ment has been advocated for the fol- 
lowing reasons: (1) early ambula- 
tion; (2) a more accurate and stable 
reduction of the fracture; (3) im- 
proved final function; (4) fewer 
general complications; (5) shorter 
hospital stay and quicker turn-over; 
and (6) lower mortality. 

After-treatment. No external sup- 
port for the leg was used, the physi- 
cal therapist starting active exercise 
of the affected hip twenty-four hours 
postoperatively. General leg and 
breathing exercises were also given. 
Patients were encouraged to get out 
of bed and sit in a chair within 
twelve days, and, two weeks after 
the operation began, walking on 
crutches without weight bearing was 
begun. At the end of four weeks they 
were discharged home and attended 
the nearest physical therapy depart- 
ment twice weekly for exercises and 
the fracture clinic for follow-up. 

When radiographs showed satis- 
factory union, the patient began 
weight bearing; this was usually 
eleven weeks after injury. 


Management of Decubitus Ulcers 
in the Paraplegic Patient 


Gorden S. Letterman, M.D., Charles 
S. Wise, M.D., and William Carey 
Meloy, M.D., Washington, D. C. In 
ARCHIVES OF PHYSICAL MEDICINE, 
32:1:34, January 1951. 


Physical therapy methods are of 
considerable value in the prevention 
of decubitus ulcers. The use of lu- 
minous heat for thirty minutes twice 
daily to the more vulnerable areas 
will maintain more adequate vascu- 
lar supply to skin and subcutaneous 
tissues, Care must be exercised in the 
application of heat to these areas, 
however, because of the anesthesia 
present, which would enhance the 
possibility of a burn. General appli- 
cation of ultraviolet irradiation for 
a minimal erythemal response, later 
followed by increased pigmentation, 
affords increased skin resistance to 
the formation of decubitus ulcers. 

Physical reconditioning and train- 
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ing are highly valuable in the pre- 
operative period. Exercises to pro- 
vide strong upper extremity and 
trunk muscles should be started early. 
In most instances the patient can be 
and is best instructed in the use of 
braces and crutches before any plas- 
tic repair is done. Exercises increase 
the general and local circulatory 
efficiency. The successful rotation of 
a skin flap depends upon this local 
efficiency. 

Early preoperative and postopera- 
tive ambulation has been found to 
be probably the most important sin- 
gle physical therapy aid in hastening 
healing processes. The effects of am- 
bulation on nitrogen balance are well 
known, and our clinical experience 
indicates that the healing of plastic 
surgical procedures occurs much 
more rapidly in the semiambulant 
patient than in the patient who has 
been at prolonged bed rest 

On the seventh to the tenth post- 
operative day the patient may 
braced and lifted from the cart to 
the floor without placing excessive 
pressure on the operative site. Full 
activity is resumed gradually. Very 
frequently ambulation with braces 
and crutches is permitted for a pe- 
riod of several weeks before the pa- 
tient is allowed to sit in a wheel 
chair. During this period he is main- 
tained on either a suitable Stryker 
frame or on a bed during the time 
that he is not ambulating. This is 
of particular importance after the 
repair of ischial decubitus ulcers. 


Respiratory Failure in Poliomye- 
litis: A Simple Method for Its 
Recognition and Control 


Walter F. Stafford, Jr. M.D., and 
Ramsdell Gurney, M.D., F.A.C.P., 
Buffalo, N. Y. In ANNALS oF IN- 
TERNAL MEDICINE, 34:1:203, Janu- 
ary 1951. 

A simple, graphic method of evalu- 
ating certain aspects of respiratory 
function in poliomyelitis is presented 
By the use of this method it is pos- 
sible to anticipate respiratory failure 
before it is evident clinically. The 
necessity for measuring tidal and 
minute volumes during artificial res- 
piration is emphasized. 

During artificial respiration, pul- 
monary complications can be dem- 
onstrated by this method before 
any recognizable clinical signs are 
present 

This method gives a satisfactory 
indication of return of respiratory 
function and serves as a guide for 
evaluation of the patient's ability to 
withstand removal from the respi- 
rator. 
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Obstetrical and Gynecological 
Aspects of Backache 


Robert F. Lamar, M.D., Kansas City, 
Mo. In INDUSTRIAL MEDICINE AND 
SURGERY, 20:1:19, January 1951. 

Backache in pregnancy is an ex- 
tremely common complaint and, 
while its nature is most often ortho- 

ic, the obstetrician usually is 
called upon for palliation. The in- 
crease in abdominal content causes 
a shift in the center of equilibrium 
in the pregnant woman that is of 
such a degree as to require increas- 
ingly exaggerated postural adjust- 
ments. Joint strain low in the back 
is an obvious concomitant, and ther- 
apy aimed at approaching a more 
normal body posture is of value. 
Simple instruction as to standing 
straight and habitually holding the 
buttocks together so as to increase 
abdominal tone may help consider- 
ably. High and narrow shoes should 
be replaced, and a hard bed almost 
always is helpful. Local heat is a 
useful measure in the more severe 
cases, some of which may require 
adhesive strap support. 


Foreign Abstracts 


Spastic Pes Varus. By R. H. von 
Maralt, M.D., Orthopedic Surgeon, 
Berne, Switzerland. In Der Heilmas- 
seur Physiopraktiker, Vol. 114, Oc- 
tober 1950. (Translated and abs- 
tracted by Joseph M. Breuer, staff 
physical therapist, Hospital for Joint 
Diseases, New York City.) 

Well-organized teamwork of ortho- 
pedic surgeon, X-ray technician and 
physical therapist is a prerequisite 
for treatment of spastic pes varus. 
A correct diagnosis can not be made 
by clinical observation alone, since 
only X rays will distinguish this 
from other similar deformities by 
showing bony changes (arthronotic 
reactions), usually in the joint space 
between astragalus and talus. These, 
together with the spastic manifesta- 
tions of the calf musculature, mani- 
fest themselves in immobility and 
stiffness of all the metatarsal joints 
(nutcracker effect). Pain may be 
present over the area of the lateral 
malleolus and a characteristic, stiff 
gait may be observed, especially af- 
ter lengthy weight bearing. In con- 
tradistinction to other varus deformi- 
ties, the spastic variety will maintain 
the same clinical appearance whether 
or not weight bearing takes place 
and, furthermore, will affect the 
mediolateral rather than the plantar- 
proximal part of the foot. 
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Etiology may be either traumatic 
or inflammatory, causing cartilagin- 
ous changes in the joint space, often 
accompanied by ossification of the 
edges and resulting malformation of 
the talus. Spasticity of the gas- 
trocnemius-soleus group follows sec- 
ondarily, constituting nature's way of 
affecting arthrodesis of the center 
of disturbance (ossification having 
failed). 

Treatment, therefore, should con- 
sist of the triple arthrodesis of 
Duroquet-Lovay, rather than tenonec- 
tomy, in severe cases. Sometimes 
forced motion under anesthesia will 
suffice. A plaster cast should be 
worn for at least two months, fol- 
lowed by built-in arches to keep 
foot in supination. Intensive and 
lengthy physical therapy must fol- 
low, consisting of baking (luminous 
arc), sedative massage, mild and ex- 
tremely slow stretching, if necessary, 
accompanied by curare iontophoresis. 


Therapeutic Exercises in Com- 
pression Fractures of Vertebrae. 
From the Physical Therapy Depart- 
ment, Southern Hospital, Rotterdam, 
The Netherlands. In Nederlands 
Tijdschrift voor Heilgymnastiek, Mas- 
sage, en Physiotechniek, October 
1950, No. 10. Translated and Ab- 
stracted by Anthony De Groot, Chief, 
Physical Therapy, Veterans Adminis- 
tration Hospital, Northport, Long 
Island, N. ¥. 


The exercises described here are 
of use only in compression fractures. 
These fractures occur mostly in the 
lumbodorsal part of the spine. In the 
lumbosacral region the fractures oc- 
cur most frequently from D 12-L1. 
These fractures often occur in more 
than one vertebral body, sometimes 
in four or five bodies. 

The treatment adopted at this hos- 
pital is first to place the patient in 
a position of hyperextension and 
then apply a plaster cast. The aim 
here is to separate the vertebral 
bodies from the compressed body or 
bodies and to prevent flexion of the 
spine. As the anterior ligament re- 
mains intact, it forms a sheath to aid 
in the restoration of the spinal col- 
umn to its original state. During 
callus formation the spinal column 
regains its original form, the cast 
preventing flexion and pressure on 
the injured part. After the patient is 
placed in the cast, an X ray is taken 
to check on the result. Occasionally 
it happens that in spite of the hyper- 
extension there is still insufficient 
space. The compression in such a 
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case may become permanent and the 
patient may have to remain in the 
cast for as long as six months. In 
cases where the results of hyperex- 
tension are good, and the spinal 
column has regained its original 
form, the cast may be removed in 
as early as three months. Even in 
cases where the compression with 
its wedge shape remains, therapeutic 
exercises given correctly should pre- 
vent a kyphosis. It will be readily 
understood, therefore, that while it 
is important to give correct exercise 
in all cases it becomes of the utmost 
importance in those cases where the 
compression remains. 

According to Dr. Jones: “The best 
spinal brace in the world is the 
musculature of the patient's own 
spine; the muscles should be so 
powerfully developed that it would 
be an obvious insult to add the sup- 
port of a spinal brace.” 

Exercise is started as soon as the 
cast is thoroughly dry, that is, after 
about five days. When the cast is 
removed, the strength of the back 
muscles should be at least as great 
as before the injury. In addition to 
strengthening the back muscles, ex- 
ercise is useful in preventing adhe- 
sions and joint stiffness. Breathing 
exercises are also important because, 
the thorax being in a cast, the pa- 
tient’s breathing tends to become shal- 
low. The physical therapist should 
be alert to prevent this. Exercises in 
diaphragmatic and costal breathing 
are needed to obtain good ventila- 
tion of the lungs, as this will help 
to prevent stiffness of the joints used 
in breathing, adhesions, and lung 
inflammations. This is of special im- 
portance in elderly patients. 

The exercises are divided into two 
main groups: (1) exercise while 
the patient is in the cast, and (2) ex- 
ercises given after the cast is re- 
moved. 

Exercise given while the patient 
is in cast: 

(1) exercise to back muscles 

(2) breathing exercise 

(3) arm exercise 

(4) leg exercise 

(5) abdominal exercise 

In the exercise of back muscles, 
only extension movements are indi- 
cated. Flexion, rotation, and side 
bending are contraindicated. 

Exercise given after the cast is re- 
moved: 

(1) mobilizing exercises 

(2) all exercises mentioned in 
first group 

(3) exercise with weights 

(4) exercise in all axes 
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The Aftercare of the Hip Joint 
Following Arthroplasty 


E. J. Hissink and P. M. Zandboer, 
Utrecht, Holland. In NEDERLANDS 
TLJDSCHRIFT VOOR HEILGYMNASTIEK, 
MASSAGE, EN PHYSIOTECHNIEK, No- 
vember 1950. Translated by Yvonne 
Kray, Physical Therapist, The Insti- 
tute for Physical Medicine and Reha- 
bilitation, New York City. 

The reason for performing an 
arthroplasty is usually to reestablish 
motion in an ankylosed hip joint. 
However, we also see cases quite 
frequently in which walking presents 
a problem, due to instability of the 
hip joint. (The patients show a pos- 
itive Trendelenburg.) The form of 
arthroplasty used here is that where- 
by a new socket is made instead of 
the old acetabulum. 


Before Operation 


In most cases requiring surgery we 
are dealing with an arthrosis de- 
formans, in which pain and limita- 
tion of motion are the main symp- 
toms. The pain causes a _ protec- 
tive hypertonicity of certain muscle 
groups; whereas other muscles show 
atrophy, due to disuse and to circu- 
latory changes. Atrophy of the glu- 
teals is present. The adductors and 
the iliopsoas show hypertonus, which 
will result in a flexion and adduc- 
tion contracture. The lumbar spine 
now substitutes for movements nor- 
mally performed by the hip joint. 
This puts an unusual strain on the 
low back and results in myogelosis 
of the lumbar musculature. 


Postoperative Therapy 


Bed positioning is the first aspect 
of our treatment. The position of the 
leg in relation to the pelvis is all 
important. The patient is taught to 
keep the leg in abduction and in- 
ternal rotation. This position is used 
during rest (with the aid of sand- 
bags), and as a starting position for 
exercises. Massage is used in the 
early stages—stimulating to the glu- 
teals, quadriceps, and abductors; sed- 
ative to the adductors. This is fol- 
lowed by active assistive and active 
exercises. These exercises consist of 
flexion, abduction, internal rotation, 
and extension of the hip. 

After a week of exercising in bed, 
pool treatments are started—first non- 
weight-bearing, then on hands and 
knees, and finally, weight-bearing. It 
is important to make sure that the 
patient is distributing his weight 
evenly, thereby making full use of 
the gluteals and the quadriceps. 
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When starting gait training out- 
side of the pool, it is of particular 
importance to pay attention to the 
correction of the positive Trendelen- 
burg sign, which will indicate that 
the poor gait employed by the pa- 
tient prior to surgery has become 
habit. 

Passive exercises should be avoided 
because: 

(a) They do not develop muscle 
strength. 

(b) Damage can be done to the 
joint, resulting in bleeding and ad- 
hesions. 

(c) The joint is still unstable in 
the early postoperative stage and sub- 
luxation may occur. 


Physiotherapy in the Slate-Quar- 
rying Industry. By Alan Lowry 
Porter, M.C.S.P., Blaenau Ffestiniog, 
Mertoneth, Wales. In Physiotherapy, 
Journal of the Society of, 37:2:32, 
February 1951. 


Blaenau Ffestiniog is one of the 
main centers of the slate-quarrying 
industry of North Wales, and some 
1,200 men are now employed in the 
quarries here. The work is extremely 
heavy, and much of it dangerous. 

The quarrymen themselves were 
responsible, through their Union 
Lodges, for initiating the building 
of a Physiotherapy Department in 
this town, though its scope has now 
been greatly enlarged by the National 
Health Service. The conditions from 
which the majority of quarrymen at- 
tending the Department suffer are 
caused by their work, and include 
stiffness of joints and weakness of 
muscles following fractures or dislo- 
cations; wounds, which are often 
caused by catching the hands or the 
fingers in working machinery; acute 
fibrositis, often of the lumbar mus- 
cles; osteoarthritis of the shoulder, 
hip, or knee joints, and strained or 
torn muscles—most commonly in the 
lumbar region. 

Acute cases are not sent for treat- 
ment sooner than a week after injury 
and orthodox treatments give excel- 
lent results. The writer does not, 
however, believe in using strenuous 
or strongly resisted exercises, for 
there is a tradition here of using 
walking and climbing as the last 
stage of treatment; given reasonable 
common sense, this would appear to 
be a practice far more effective than 
anything which could be done in a 
gymnasium. 

In addition to the above measures, 
the need for a real understanding of 
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the work being done in the quarries 
was emphasized. It is often necessary 
to go to some personal inconvenience 
to get a satisfactory result, but it is 
always well worth the trouble, as the 
following example illustrates. A 
quarryman was suffering from a 
strain of the right abdominal wall 
which proved quite resistant to treat- 
ment. It was, therefore, necessary to 
visit the man at work and he was 
found operating machinery control- 
ling an aerial ropeway used for tip- 
ping quarry rubbish. He was con- 
tinually having to stand almost on 
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one leg in order to operate a foot 
lever moving in a vertical plane be- 
tween one and two feet from the 
ground. This method of work was 
obviously causing the strain, and by 
making a small platform out of 
pieces of slate covered with sacks, 
it was contrived to have the quarry- 
man standing almost level when op- 
erating this lever. With the cause of 
the trouble thus removed, the con- 
dition very quickly cleared up. The 
writer finds that by using such 
measures much fruitless work is 
saved in the department. 


Bock Reviews 


Recovery from Aphasia. By Josep/ 
M. Wepman, Clinicai Instructor in 
Otolaryngology (Speech Pathology), 
and Lecturer in Psychology, Univer- 
sity of Chicago. Price, $4.50. 7 illus.; 
20 tables. The Ronald Press Com- 
pany, 1951. 

This book affords a comprehensive 
presentation of the treatment of apha- 
sia and should prove of value to 
therapists dealing with this type of 
disorder. The material is divided 
into three sections in which etiology, 
characteristics, and classifications of 
aphasia are discussed ; extensive clin- 
ical research done in the field is re- 
ported upon, much of which was 
conducted during the last World 
War; and therapeutic procedures are 
outlined and evaluated. 

The authors’ approach is scientific, 
practical, and broad in scope. They 
hypothesize that aphasic disorders 
reflect themselves in intellectual, af- 
fective, and behavioral changes in- 
volving the personality as a whole, 
a concept which will have special 
appeal for clinicians generally. Treat- 
ment is directed toward alteration of 
these personality Gestalts and is not 
limited to eradicating speech dis- 
orders independently. The authors 
likewise state that the most rapid 
and permanent recovery from aphasia 
is accomplished with the cooperative 
efforts of experts from other fields— 
such as neurology, psychiatry, and 
psychology. An example of this is 
the idea they put forth of the neces- 
sity for changing a patient's self- 
concept of himself, rather than chang- 
ing the therapist's concept of .the 
patient, a procedure familiar to psy- 
chiatry. Supplementary knowledge 


and teamwork of this nature among 
specialists assures treatment of the 
“whole” patient rather than allevi- 
ation of isolated localized symptoms 
and has been shown to be a sound 
method of practice in other dis- 
orders also. 

A considerable portion of the book 
is devoted to the technical aspects 
of treatment and is most applicable 
to speech therapists themselves. In 
addition to neurological and psy- 
chological considerations, steps are 
outlined for the initial phases of 
speech re-training and the later 
stages of therapy, with illustrative 
examples. Factors such as initial 
level of intelligence upon treatment, 
optimal time to start training, etc., 
are mentioned in relation to prog- 
nosis and degree of therapeutic suc- 
cess. The limitations of psychological 
tests, including the Rorschach ink- 
blot test, in the diagnosis of aphasia 
are also given. 

Claims of recovery are conserva- 
tive in nature, although the authors 
give assurance that the incidence of 
improvement from aphasic disorders 
is high among brain-injured patients, 
if these technics are utilized. In- 
cluded in the list of those for whom 
the book is written are nurses, edu- 
cators, social workers, and medical 
specialists, in addition to therapists 
more directly concerned in a techni- 
cal sense. The book should prove 
of interest to these groups and to 
others who advocate a dynamic ap- 
proach to the treatment of disturb- 
ances in general. 

Reviewed by Bessiz B. BURGEMEIS- 
TER, PuH.D., Research Assistant in 
Neurology, Columbia University. 
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Recent Advances in Physical 
Medicine. Edited by Francis Bach, 
M.A., D. Phy. Med.; Member of the 
Council of British Associates of Phy. 
Med.; Member of the Empire Rheu- 
matism Council; Physician, Rhbeu- 
matic Unit, St. Stephen's Hospital, 
Chelsea; Physician in Charge, Phy. 
Med. Dept., Mt. Vernon Hospital; 
Consultant in Phy. Med., Stoke 
Mandeville Hospital (Ministry of 
Pensions). Hard cover. Price, $4.50 
Pp. 490, with 93 illus. The Blakiston 
Co., Philadelphia and Toronto, 1951. 


This book is one of a series of 
volumes on recent advances originally 
published by J. and A. Churchill, 
Ltd., London. 

This book represents a compre- 
hensive collaboration on many phases 
of physical medicine as practiced to- 
day. The editor is to be congratu- 
lated on his method of presentation 
—a more practical concept than is 
usually encountered in physical med- 
ical works. The presentation dis- 
plays much thought on the part of 
one who is living the present daily 
problems of physical medicine. He 
has brought into the work, through 
collaborators, the collective thinking 
of many experienced persons in the 
field. 

Thi: is not the type of book which 
can bé reviewed except in a most 
general way, as the multiplicity of 
subjects, many requiring detailed 
scientific discussion, are often much 
involved. The scientific data has been 
carefully sifted, and the various sub- 
jects are covered with as much brev- 
ity as possible and still carry their 
useful message. 

The reviewer was particularly im- 
pressed by the description of the 
physician practicing physical medi- 
cine, and such subjects as concerned 
themselves with the aforementioned 
problems of the day. 

For students of orthopedic nursing 
and physical and occupational ther- 
apy, and physicians in training for 
careers in physical medicine this 
book is a “must.” 

The book is published in con- 
venient 6 x 8 inch size, contains 480 
pages of clearly printed text on semi- 
gloss, easy-to-read paper. Many illus- 
trations are interspersed, both straight 
line and half tones, enhancing the 
text where description in words 
would be difficult. 

Author and publisher are to be 
congratulated on this offering. 


Reviewed by WittiAM BENHAM 
Snow, M.D., Director of Physical 
and Occupational Therapy, Columbia- 
Presbyterian Medical Center, New 
York City. 


| 
= 
a 
\ 
| 
4 
. 


Vol. 31, No. 5 THE PuysicAL THERAPY REVIEW 


SCHOOLS OF PHYSICAL THERAPY 


Approved by the Council on Medical Education and Hospitals of the American Medical Association 
Graduates of these schools are eligible for membership in the American Physical Therapy Association 


Name and Location of School 


CALIFORNIA 


1Childrens Hospital Society, Los Angeles 
(in affiliation with puemnandin of Cali- 
fornia, Los Angeles) ............ 


of Medical Loma 
1Univ. of So. California, Los nals 


1Univ. of California Medical San 


Francisco 


1Stanford Univ., Palo Alto . 


COLORADO 


‘Univ. of Colorado Medical Center, Den- 


ILLINOIS 
Northwestern Univ. Medical School, Chi- 


IOWA 
1Univ. of Iowa, Iowa City 


KANSAS 
1Univ. of Kansas School of Medicine, 


MASSACHUSETTS 


Bouve-Boston School of Physical Edu- 
cation, in affiliation with Tufts emma 
Medford 55 . te. 


Simmons College, Boston 


Boston Univ.-College of Physical Educa- 
tion for Women, Sargent, Cambridge 


MINNESOTA 
1Univ. of Minnesota, Minneapolis ............. 


IMayo Clinic, Rochester 


MISSOURI 
Univ. School of 


1St. Louis Univ. School of St. 
Louis . 


Medical Director Length 


Entrance of 


and 
Technical Director Requirements Course 


14 mo 


Samuel S. M.D. a3-b3-d-e 
4 yrs 


Sarah S. Rogers .. 


15 mo 
4 yrs 


14 mo 


F. Moor, M.D. a-b-e-d-e 
R. Wm. Berdan g 


Charles L. Lowman, M.D. a-b-d-e 
Charlotte W. Anderson .. gt 4 yrs 


Lucile M. Eising, M.D. ..... 12 mo 
Margery Wagner .... 4 yrs 


Wm. be 12 mo 
Lucille Daniels .. 4 yrs 


12 mo 


Harold Dinken, M.D. ...... 
Mary La 4 yrs 


Emil D. W. Hauser, M.D. a-b3-d-e 12 mo 


W. D. Paul, M.D. 
Olive C. Farr 


Donald L. Rose, M.D. ..... a-b-d-e 
Lilyan G. Warner and 
Ruth Monteith 


Howard Moore, M.D. .......... 
Constance K. Greene . 


Wm. T. Green, M.D. . a3-b-d-e 
Arthur L. Watkins, M.D. 


Shirley Cogland .. 


Kenneth Christophe, M.D. a-b-d-e 
Adelaide McGarrett 


16 mo 
4% yrs 


12 mo 
2 or 4 yrs 


d-f-g4 


Earl C. M.D. . a-b-e-d-e 


2 yrs 


J. Kottke, M.D. 
. Green 


2 yrs 


f-g* 2 or 4 yrs 


Beatrice F. Schulz 


> J. Kotkis, M.D. 
Sr. Mary Imelda . 


f-gt 


Classes 
Start 


Z2or4 yrs Jan-Sept Degree 
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| 
Certificate, 
4 Diploma 
Degree 
Sept Certificate a 
Degree 
Sept Certificate 
Sept-Feb Degree & Cert. ie 
Degree 
or Sept Degree a 
| 
q 
12 mo Feb-Sept Certificate 
Kansas City . ‘ 4 yrs Degree 
| 
Degree 
Certificate 
Harry Keown .... 
4 
ay 
a 
iy 
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Name and Location of School 
NEW YORK 
Albany Hospital, Albany 


(in affiliation with Russell Sage Col- 
lege, Troy) 


Columbia Univ., New York 


INew York Univ., School of 
New York 


NORTH CAROLINA 
Duke Univ., School of Medicine, Durham 


OHIO 
1Cleveland Clinic, Cleveland 


PENNSYLVANIA 

1D. T. Watson School of Segeneeneen, 
Leetsdale 

IUniv. of Pa. School of Auxiliary Med. 
Serv., Division of Physical 
Philadelphia 


TEXAS 
Hermann Hospital, Houston 


1Univ. of Texas School of Gal- 
veston 


VIRGINIA 

IMed. College of Va., Baruch Center of 
Phys. Med., Richmond (in affiliation 
with Richmond Prof. Inst.) 


t 
ISCONSIN 
2Univ. of Wisconsin Med. School, Madison 


ARMY MEDICAL SERVICE 

(a) Medical Field Service School, Brooke 
Army Medical Center, San am, 
Texas, and ‘ 


(b) Fitzsimons Army Hospital, 
Colorado 


(ce) Walter Reed Army Hospital, Wash- 


ington 


Entrance Requirements 
FOR ONE-YEAR COURSE 
Graduation from accredited school of nursing. 
Baccalaureate degree 
Two years of college with science courses, 
Three years of college with science cov 
Baccalaureate degree with required science courses 
FOR TWO-YEAR COURSE 
f Two years of college with science courses. 
FOR FOUR-YEAR COURSE 
High school graduation. 


with major in physical education 
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Medical Director 
Entrance 


an 
Technical Director Requirements 
John W. Ghormley, M.D. 


Catherine Graham 


Wm. B. Snow, M.D. 
Floy Pinkerton 

George G. Deaver, M.D. 
Elizabeth C. Add 


Lenox Baker, M.D. 
Helen Kaiser 


Ss. G. Gamble, M.D. 
Mildred Heap 


Jessie Wright, M.D. 
Kathryn Kelley 


George M. Piersol, M.D. 
Dorothy Baethke 


Oscar O. Selke, Jr., M.D. 
Mary Elizabeth Kolb 

G. W. N. Eggers, M.D. 
Ruby Decker 


Walter J. Lee, M.D. 
Susanne Hirt 


Harry D. Bouman, M.D. 
Margaret Kohli 


Charles D. Shields, 
La. Col., MLC. 

Agnes P. Snyder, 
Major, WMSC 


H. B. Luscombe, 
Col., M.C. 
Harriet S. Lee, 
Major, WMSC 
John H. Kuitert, 
Lt. Col., M.C. 
Brunetta Kuehlthau, 
Major, WMSC 
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Certificate, 
OF 
Diploma 


Certificate 
Degree 


Certificate 
Degree 
Certificate 
Degree 


Certificate 


Certificate 


Diploma 


Certificate 
Cert. & Degree 


Certificate 
Certificate 
Degree 


12 mo 
4 yrs 


122 Mar-Sept Certificate 


Completion of Medical Field Service School 


Completion of Medical Field Service School 


Male students admitted. 


212e months’ course includes training at the Medical Field 
Service School and Fitzsimons or Walter Reed Army Hos- 
pitals. Apply directly to the Surgeon General, Department of 
the Army, Washington 25, D. C. 


5Additional college science credits required. 


‘Advanced 


standing students accepred. 


Address initial correspondence to the School of Physical Therapy in the 
institutions listed. Tuition and fees will vary from school to school. 
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f 2 yrs 
4 yrs 
st 4 yrs Sept 
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a-b-e 12 mo Jan 
&§ 4 
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Meet Our New Contributors 


Dorothy R. Hewitt, Instructor, Division of Phys- 
ical Therapy, Stanford University. Miss Hewitt 
received her B.S. degree from Cortland State 
Teachers College, New York, and her master’s 
degree from Stanford University. Her physical 
therapy certificate was awarded to her by Walter 
Reed General Hospital. She served in the Army 
for two years, after which she became an instruc- 
tor at the Graduate Hospital School of Physical 
Therapy, University of Pennsylvania. From 1948- 
‘49 Miss Hewitt worked with the Syracuse Cere- 
bral Palsy and Handicapped Children’s Associa- 
tion at Syracuse, New York, and in 1949 she 
accepted her present position at Stanford. She 
is a member of the American Registry of Physi- 
cal Therapists and the American Physical Therapy 
Association. 


Genevieve V. Reilly, Chief Physical Therapist, 
Kessler Institute for Rehabilitation, West Orange, 
N. J. Miss Reilly received training as a registered 
nurse at the Newark City Hospital School of Nurs- 
ing. She has attended New York University and 
Seton Hall College. Miss Reilly received her physi- 
cal therapy certificate from the Newark School of 
Physical Therapy. She worked with Dr. Winthrop 
Phelps’ research program for two years, with Dr. 
Elmer P. Weigal in his private practice, and in 
1949 she became associated with the Kessler Insti- 
tute and organized its physical therapy department. 
Miss Reilly is a member of the American Nurses’ 
Association, the American Registry of Physical 
Therapists and the American Physical Therapy As- 
sociation. She has been the president and is cur- 
rently the education committee chairman of the 
New Jersey chapter of the APTA. 


Classified WANT-ADS 


CHIEF PHYSICAL THERAPIST WANTED—for work 
with adults in a curative workshop. Good salary. Work 
week 40 hours, one day sick leave a month, 3 weeks 
vacation. Write Director, Ingham County Curative Work- 
shop, 615 N. Capitol Ave., Lansing, Mich. 


WANTED: QUALIFIED PHYSICAL THERAPIST. As- 
sistant. Information on request. Write: Miss M. Hilliard, 
Director, Miriam Convalescent and Rehabilitation Hos- 
pital, 501 Bacon Street, St. Louis 19, Missouri. 


WANTED: A qualified physical therapist for residential 
school for crippled children in Texas. Cerebral Palsy and 
Polio. Sept. 1 on nine mos. basis. Excellent working 
conditions. Address replies to Box 48, care of the Physi- 
cal Therapy Review, 1790 Broadway, New York 19, 
N. Y. 


WANTED: Qualified physical therapist to work with 
experienced physical therapist in fully equipped depart- 
ment in 17-man clinic. Contact Mr. W. L. Nelson, Grand 
Forks Clinic, Grand Forks, North Dakota. 


RATES 


The rate per insertion is 75c ty - 
your adve nt enpetully and count 
acters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 


Institutions or physical therapists who do not 
wish their identity known ma _ Sean for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 
Address replies to ................ care of 
The Physical Review, 1790 Broad- 
way, New York 19, N. Y. 
It is creo that descriptive adjectives be used 
of actual figures w! referring to salary 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication; the ad- 
vertiser agreeing that the Editorial Commitee shall 
be the sole and exclusive judge of the acceptance 
of any advertisement. 


Copy for want-ads must be submitted to the 
American Physical Therapy Association by the Ist 
of the month PRECEDING MONTH OF ISSUE. 
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Chapier Directory 


Mobile 20 
Secretary, Ethel Mae Norton, 726 S. 34 St., Birm- 
ingham 


Arizona 
President, Mrs. A. Muriel W. Weber, 2404 E. 
Piccadilly Rd., 
Secretary, Mrs. June E. Walker, 1838 N. 37 Pl. 
N.E., Phoenix 
Arkansas 
President, Geraldine Larson, 2112 Riverview, Lit- 
tle Rock 
Secretary, Ewing Guthrie, 314 N. Spruce, Little 
Rock 
California 
Northern California: 
President, Catherine M. Wallace, 823 Monroe St., 
Santa Clara 
Secretary, Patricia J. Kenney, 1680 Mission St., 
San Francisco 
Santa Barbara: 
President, Mrs. Rhoda Roberts, 111 James St., 
Oxnard 
Secretary, Mary Isham, 1734 State St., Santa 
Barbara 
Southern California: 
President, Sarah S. Rogers, Childrens Hosp., 4614 
Sunset Blvd., Los Angeles 27 
Secretary, Mrs. Mary Dodge, 11225 Ivy Pl., Los 
Angeles 34 
Carolina 


President, Jean Bailey, James Walker Mem'l 
Hosp., Wilmington, N. C. 

Secretary, Edna ye N. C. Cerebral Palsy 
Hosp., Durham, N. C. 


President, Esther. Gillette, Room 220, Kittredge 
Ridg., Denver 2 
Se :etary, Georgianna Harmon, 581 Williams St., 
Denver 


Connecticut 
President, Sarah C. Johnson, Norton Rd., Kensing- 
ton 


Secretary, Anna Daum, Newington Home and 
Hosp., Newington 
Delaware 


President, Jean Wiley, 42 Hurst Rd., Deerhurst, 
Wilmington 


Secretary, Mary L. McCarthy, 101 Rodney Rd., 


Dover 
District of Columbia 

President, Dorothy E. Voss, 107 Thor Dr., Rte. 1, 
Falls Church, Va. 

Secretary, Dorothy Barnhart, 918 18 St.. N.W., 
Washington 

Florida 

President, Mrs. Audrey C. Lester, 300 Royal Palm 
Way, Palm Beach 

Secretary, Mrs. John Hedrick, 2986 S.W. First 
St., Miami 35 


Alabama 
President, George Beni Arnold, 121 S. Ann St., 


Georgia 
President, Helen H. io Warm Springs 
Found., Warm Spr: 
Mariana Warm Springs Found., 
Warm Springs 


Idaho 
President, Marjorie Priest, 5 Peasley, Boise 
Secretary, appointment pending 


Illinois 
President, Viola Bryson, Box 1214, Unit 2, Hines 
Secretary, Mrs. Mildred Andrews, 1108 S. 8 Ave., 
Maywood 


Indiana 

President, Mrs. Patience Stom, 4625 Sunset Ave., 
Indianapolis 

Secretary, Nelda Johnson, 3001 N. New Jersey St., 
Crossroads Rehab. Center, Indianapolis 

Northern Indiana: 

President, J. Nelson Mosher, 918 Bellevue Ave., 
South Bend 

Secretary, Adeline Emmerling, South Bend Clinic, 
120 N. Lafayette Blvd., South Bend 


Iowa 
President, Charlotte Vasey, 210 E. Davenport St., 
lowa City 
Secretary, Barbara Lee, Westlawn, Box 191, Iowa 
City 


Kansas 
President, Anita Matthews, 803 S. Bleckley Dr., 
Wichita 17 
Secretary, Martha Wroe, 654 S. Hillside, Wich- 
ita 17 


Kentucky 
President, Eloise Draper, 2511 Concord Dr., 
Louisville 13 
Secretary, Mrs. Caroline Randolph, 146 Fenley 
Ave., Louisville 


Louisiana 
President, Helen H. Chatelain, 6436 Catina St., 
New Orleans 
Secretary, Audrey Ullman, Foundation Hosp., 
Jefferson Highway, New Orleans 20 
Maine 


President, Josephine Poor, Mercy Hosp., 144 State 
St., Portland 

Secretary, Jeanette Pitkin, Hyde Mem’l Home for 
Crippled Children, Bath 

Ma 

President, Rebecca Hastings, 1501 Pentridge Rd., 
Baltimore 

Secretary, Lois Phenicie, 3319 Westerwold Ave., 
Baltimore 18 

Massachusetts 

President, Mary Macdonald, 1203 Boylston St., 
Boston 

Secretary, Mrs. Margaret Cochrane, 23 Governor 
Andrew Rd., Hingham 


Michigan 
President, Mabel Holton, W. A. Foote Mem’! 
Hosp., Jackson 
Secretary, a W. Ketchum, 917 Leahy St., 
Muskegon Hgts. 
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Minnesota 

President, Laura M. Becklund, 4002 Second Ave. 
S., Minneapolis 

Secretary, Kathryn Dreis, 2216 Harriet Ave. S., 
Apt. 306, Minneapolis 5 

Southern Minnesota: 

President, Esther Swartz, 15 12 Ave. N.W., 
Rochester 

Secretary, Frances Abendroth, 802 4 St., S.W., 


Rochester 
Missouri 
Eastern Missouri: 
President, Lorraine Lake, 5534 Cates Ave., St 
Louis 12, Mo. 
Secretary, Mrs. Ruth Benz, 2919 Forrest Dr.. 
Alton, 
Western Missouri: 
President, Thelma R. Wempe, 110 E. 40, Kansas 
City, Mo. 
Secretary, Irene Deschner, R. J. De Lano School 
3708 Linwood Blvd., Kansas City, Mo. 
Montana 
President, Ruth Hansen, Cerebral Palsy Center 
Billings 
Secretary, Dora Dykins, 214 Hawthorne Ave.. 
Lewistown 


ebraska 
President, Mrs. Mary Lindball, 3604 Grant St.. 
Omaha 
Secretary, Mrs. Betty Soder, 611 N. 42 St., Omaha 
New Hampshire 
President, Louise B. Hills, Hollis 
Secretary, Mary Bullock, Route 4, Concord 


New Jersey 
President, Marie Heghinian, 307 Fairmount Ave.. 
City 6 
Jean Smith, 294 Montgomery St., 
Id 


New Mexico 
President, Mrs. Fern G. Livingston, Los Alamos 
Hosp., Los Alamos 
Secretary, Hilda Voetberg, 58 S. Federal PI., 


Santa Fe 
New York 

Central New York: 

President, Donald McCuen, 101 Downing Rd., 
DeWitt 

Secretary-Treasurer, Thelma Gwilt, 106 E. Beard 
Ave., Syracuse 

Eastern New York: 

President, Elizabeth Ammerman, 1168 Glenwood 
Blvd., Schenectady 8 

Secretary, Betty Nichols, 30 Front St., Schenectady 

New York Chapter: 

President, Barbara White, 239 E. 58 St., N. Y. 22 

Secretary, Blanche Talmud, 161 W. 16 St., 

Western New York: 

—-, Verona Blair, 34 Milton St., Williams- 
ville 21 

Secretary, Martha Morrow, P.T. Dept., Strong 
Mem'l Hosp., Rochester 

Ohio 

President, Marguerite McEachern, Franklin Co. 
Soc. for Crippled Children, 620 E. Town, Co- 
lumbus 15 

Secretary, Elmer J. Courtney, 921 Milier Ave., 
Columbus 6 


Oklahoma 
_ Mary E. Rexroad, 1423 N.W. 28, 
ty 
Secretary, Stella Spaulding, 6500 E. 11 St., Tulsa 


| Oregon 
President, Mrs. Bernice C. Dodds, 3211 S.W. 10 
Ave., Portland 1 
Secretary, Helen Koster, 2010 N.E. Clackamus 
St., Portland 12 
Pennsylvania 
President, Bessie D. Johnson, 2 E. Mercer Ave., 
Havertown 
Secretary, Mrs. Helen S. Cooper, 71 N. Warner 
Rd., Lafayette Hill 
Western Pennsylvania: 
President, R. Lewis Brown, 37 Florence PI., Pitts- 
burgh 28 
Secretary, Martha Wratney, 1317 Iten St., Pitts- 
burgh 12 
Rico 


Puerto 
President, Priscilla Jusino, 204 Rossi St., Reparto 
Baldrich, Hato Rey 
Secretary, Teresa Rivera, Bayamon Dist. Hosp., 
Bayamon 


Rhode Island 
President, Helen Babcock, 12 Portland St., Provi- 
dence 


Secretary, Frances Roots, 81 Brown St., Provi- 
dence 6 


South Dakota 
President, Carol Spensley, c/o P.T. Dept., Royal 
C. Johnson Mem’! Hosp., Sioux Falls 
—- Katharine J. Gale, 222 N. Grange, Sioux 
Falls 


Tennessee 

President, Elizabeth Speltz, 529 E. Davant, Mem- 
phis 

Secretary, Lt. Lucy R. Benjamin, U. S. Naval 
Hosp., Memphis 

Territory of Hawaii 

President, Paula Sorg, Board of Health, Bureau of 
Crippled Children, Honolulu 1 

Secretary, Dorothy Nagano, 103 Ala Kimo Dr., 
Honolulu 17 


Texas 
President, Martha Schmalenbeck, Gonzales Warm 
Springs Foundation, Gonzales 
Secretary, Gladys Pauline Swayze, 827 Rutland, 
Houston 7 


Utah 
President, Helen Blood, 2876 Jackson Ave., Ogden 
Secretary, Mrs. Elizabeth K. Mooney, 259 S. Third 
St. E., Salt Lake City 


Vermont 
President, Lillian E. Kron, 342 Pearl St., Burlington 
Secretary, Lena M. Plaisted, 416 Pearl St., Bur- 
lington 


President, Mrs. Hilda Traina, 137 S. 14 St., Hope- 
well 
Secretary, D. Rose Funk, P.T. School, Med. Col- 
lege of Va., Richmond 
Wash 
President, Miriam Killam, 415 N. G St.. Tacoma 
3 


Secretary, Capt. gong G. Tipton, Madigan 
Army Hosp., Ft. 
Virginio 
President, Nancy Sehmann, Div. Med. Serv., Dept. 
Pub. Assistance, Charleston 5 
Secretary, Katherine Blair, 149 Olive St., Hunt- 


ington 
Wisconsin 
President, Norma M. Grundemann, 3617 N. 13 
St., Milwaukee 6 
Secretary, Alice Butler, 3227 N. 36 St., Milwaukee 
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There is a critical shortage of dietitians, physical therapists, and 
occupational therapists throughout the Army Medical Service. 


Will you, as a member of one of these professions, help us find 
the qualified women needed to care for our patients? 


These medical specialties, so important in civilian life, have 


additional significance in the military service. For without them, WOM EN’S 
the Army’s medical team cannot fulfill its mission. Without them, 
men injured in the Nation’s defense cannot be restored to maxi- M EDICAL 


mum health and effectiveness. 


SPECIALIST 


If you cannot be spared from your community, urge those who 
can to volunteer. Commissions in the Women’s Medical Special- 
ist Corps are available to specialists in all three fields. For com- 
plete information on requirements and opportupities, write The 
Surgeon General, United States Army, Washington 25, D. C. 


U.S. ARMY 
MEDICAL SERVICE 


Help Wanted 
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